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WEDNESDAY, OCTOBER 3, 1984 

u.s. senate; 
Subcommittee on Juvenile Justice, 

Committee on the Judiciary, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 10:05 a.m., in room 
226, Dirksen Senate Office Building, Hon. Arlen Specter (chairman 
of the subcommittee) presiding. 

Staff present: Mary Louise Westmoreland, chief counsel and staff 
director; Eva Carney, counsel; and Tracy McGee, chief clerk. 

OPENING STATEMENT OF HON, ARLEN SPECTER, A U,S, SENATOR 
FROM THE STATE OF PENNSYLVANIA, CHAIRMAN, SUBCOM- 
MITTEE ON JUVENILE JUSTICE 

Senator Specter. Good morning, ladies and gentlemen. 

We will begin this hearing of the Juvenile Justice Subcommittee 
of the Judiciary Committee. 

Our hearing this morning involves the issue of teenage suicides, 
where there has been a very dramatx increase over the past 25 
years, and particularly disconcerting have been the clusters of sui- 
cides which have occurred in communities such as Fairfax County, 
VA, in 1980 and 1981, and in Piano, TX, earlier this year. 

The witnesses today will focus on the factors that may lead to 
teenage suicide, and also on what might be done to prevent that 
tragedv, and what the Federal Government is currently doing on 
the subject in a variety of ways, and what action the Federal Gov- 
ernment might undertake to expand its activities in this important 
regard. 

^ There have already been legislative initiatives by two States, 
California and Florida, mandating suicide prevention programs, 
and New York has just earmarked some $3,500,000 for suicide 
awareness and a prevention program in schools statewide. 

This is another one of the burgeoning problems that we find 
among the young people of our country, and the Juvenile Justice 
Subcommittee has been reviewing the situation for some time, and 
thought these hearings to be an appropriate way to focus in on this 
problem, with a view toward some expanded Federal legislative 
corrective action. 

I would like to call as our first witnesses today Marcia and 
Robert Scherago, who were parents of a child who fell victim to 
suicide as a teenager; and also, "Patricia ana JuHe Smith," who will 
share with us a situation which they have experienced. Patricia 
Smith is thu mother of Julie, who has attempted suicide. 

(!) 
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If you would come forward, I would appreciate it at this time. 

Mr. and Mrs. Scherago, let us begin with you. We know how dif- 
ficult it is for you to appear here and discuss this subject. We ap- 
preciate your being willing to come here as a means of shedding 
light on this important subject, which may prevent other people 
from undergoing the trauma which has befallen your family. 

Mr. Scherago, will you begin, or will you have Mrs. Scherago go 
first? 

STATEMENTS OF A PANEL CONSISTING OF MARCIA AND ROBERT 
SCHERAGO, BURKE, VA; "JULIE SMITH" ACCOMPANIED BY HER 
MOTHER, "PATRICIA SMITH," DISTRICT OF COLUMBIA METRO- 
POLITAN AREA 

Mrs. Scherago. I have been elected. 
May I read my statement? 
Senator Specter. By all means. 

Mrs. Scherago. I am speaking for myself at this point, since 
there was not time for my husband to also submit a statement. 

I am a bereaved mother, who is also a licensed social worker in 
Virginia, working as a family and grief therapist in a private set- 
ting. 

I understand that one of the purposes of this hearing is to inves- 
tigate a possible link between teenage suicide and a victim's in- 
volvement in the juvenile justice system and/or child abuse. 

While I believe such a connection may exist, our 16-year-old son, 
Steven, killed himself 4 years and 2 months ago today, and he did 
not fit this connection. 

I am now actively involved in a self-help group for bereaved par- 
ents, the Compassionate Friends, and I heard the same from other 
parents of cuicides. 

Professionally, I have worked with people who have &2riously 
considered suicide as a viable alternative to living with emotional 
pain. They have exhibited some common characteristics that my 
son also showed, but the links appear to be the exception rather 
than the expected. Substance abuse is sometimes involved, but 
again, it is in the minority. 

If this investigation only focuses on factors of substance abuse, 
potential victims might be ignored and go undetected. My son and 
all the thousands of other beautiful children who did not know that 
there was another option dealing with emotional pain and death 
will have died in vain. 

A silent killer lives in this society and its allies are some of the 
most influential people in our children's lives, including parents, 
family, friends, teachers, clergy, therapists, doctors, lawyers, jour- 
nalists and lawmakers. This killer lives inside each of us and an- 
swers to the names of ignorance, denial and stigma. 

Frightened people resort to denial as a means of protecting them- 
selves and making reality less threatening. When denial wears 
thin, stigma is whipped into action to protect their vulnerability. 
Myths about reality are created to help maintain this line of de- 
fense. 

Such is the case, I believe, regarding teenage suicides. Ours is a 
death-denying society that appears to ignore the scores of children 
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who die each year at their own hands as dismissing them as being 
"zonked" on something, mentally ill, or having bad parents. 

Each time I speak of my son's death, I deal with pain, just as I 
am dealing with it as I speak to you today. I am a parent who is 
acutely aware of the need to remove the wraps from the last taboo 
subject in this society— death— and more specifically, teenage sui- 
cide. 

We expect children to respond on our level, as adults. We do not 
know how to interpret their behaviors, which usually say more 
than the words, as such, we miss their subtle signals and messages. 
They get into emotional trouble, and often flounder around looking 
for their lost self-esteem. 

As it was with our son Steven, often these children are unusually 
sensitive, caring people with high, unreachable expectations. They 
are perfectionists, with emotional and sometimes physical immatu- 
rity. They may also feel isolated or rejected by their peers, al- 
though seeking acceptance. Steven talked about suicide, but was ig- 
nored and not taken seriously. 

A key factor for these at risk children is that they may suffer 
what they perceive as a significant loss, such as the breakup of a 
boy-girl relationship, or poor grades. For some unknown reason, 
their pain is so overwhelming that the only solution seems to be to 
end the pain by ending their lives. 

Perhaps indigenous depression is one cause. Also, most adults do 
not believe children experience significant depression. 

My suggestions include educating these allies of this silent killer, 
to listen and look more closely to the real signs and symptoms that 
most teenagers exhibit. 

Research into the whole range of factors contributing to teenage 
suicide is needed. Food may be a contributing factor in the increase 
of teenage suicide. Our foods are processed and sprayed differently 
from those of my generation. 

If we are to stem this epidemic, we must act now, or more of us 
will be burying our children. 

Thank you. 

Senator Spkcter. Thank you very much, Mrs. Scherago. 
[The prepared statement of Mrs. Scherago follows:] 
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Prepared Statement of Marcia G. Scherago 



The perspective contained In this statement Is that of a bereaved 
mother, who Is also a licensed social worker In Virginia working as a 
family and grief therapist In a private ssttlng. 

I am aware that one of the purposes of this hearing JLs to Investigate 
a possible link between Mreenags suicide and a victim's Involvement In 
the juvenile Justice syst. m and/or child abuse. 

While I believe that such a connection may exist, our sixtccn-ycar-son 
Steven kiUcd himself four years and two months ago today, and he did 
not fit this connection. 

Since 'lis death I have become acquainted with bereaved parents of suic- 
ides from all over the United States, as I am actively involved in a 
sclt help group for bereaved parents, The Compassionate Friends. 

Professionally, I have worked with and am currently working with 
young people (up to 25 years of age) who have attempted or have 
seriously considered suicide as a viable alternative to living with 
emotional pain. These clients havo exhibited some common 
characteristics that my son also showed, but the possible link 
previously Identified appears to be the exception rather than the 
expected. Drugs and alcohol are sometimes Involved, but again they 
a.-'j in the minority. 

I Hope your hearing uncovers Information to support or deny this 
link, for either way the subject will get sorely needed attention, 
publicity, and perhaps Increased awareness, resulting In the saving 
of children's lives. This investigation heartens me because teenage 
suicide is the number two killer of youths, ages 16 to 24, In this 
country, and if automobile accidents were investigated thoroughly, 
suicide would surely rank number one. Obviously It has reached 
epidemic proportions, increasing two hundred per cent in the last 
twenty years. 

Although teenage suicide is broad in its scope and you may have found 
a starting place, it would be a waste of your time and my money if 
you looked no further than this link. ?ou see, this link narrows your 
investigation so, that potential victims would be ignored and could 
go undetected, and my son and all the thousands of other beautiful 
children who did not know that there was another option to dealing 
with emotional pain than death will have died in vain. 

There is a silent killer that lives in this society and its unwitting 
allies are some of the most influential peoplje in children's lives. 
This killer's allies Include parents, family, friends, educators, 
clergy, therapi- is, doctors, lawyers, journalists, broadcasters and 
lafi -makers. This killer lives inside each of us and answers to ths 
names of ignorance, denial and stigma. When human beings are 
frightened they often resort to denial as a means of protecting 
themselves and making reality less threatening. When denial wears 
thin, then stigma is whipped into action'*so that their vulnerability 
Is not exposed. Myths about reality are usually spawned and 
perpetuated to help maintain the line of defense. Such is the case, I 
believe, regarding teenage suicide. Ours is a death-denying society 
that appears to ignore the scores of children who die each year at 
their own hands by dismissing them as being "zonked" on something, 
mentally ill, or having bad parents. These are misconceptions, and if 
they are permitted to continue the teenage suicide epidemic will 
worsen because of a lack of understanding by all the silent killer's 
allies and because we did not understand them as cries for help. 

During the past foui years and two months I have been refused the 
opportunity to opeak to PTA 1 s , doctors , nurses , and hospital 
personnel, to name just a few groups, not because my fee was too 
high, as there is no fee but because, I believe, the subject of 
teenage suicide was too threatening, too close to home. When a 
teenager's death Is reported in the news It is a nameless face - 
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someone we don't know - but whon the face belongs to someone wr do 
know then It Is getting too close. I represent that threat. 

Each time I speak of ray son's death I deal with pain, just as I am 
dealing with It as I speak to you today. I am a parent who is acutely 
aware of the need to remove the wraps from the last taboo subject in 
this society - death - and Siore specifically, teenage suicide. Our 
children are trying to tell us that two cars ard three color 
television sets are not enough for a happy home life. Affluence is 
not the panacea to what alls our distressed youth. Learning to listen 
to how our children talk and what they say and mean is a great step 
toward understanding their needs. They tell us they are hurting and 
they do not know how to deal with that hurt. Learning to respond as 
they need us to, rather than as we perceive they need us to would 
provide a significant support system to our -children in pain. 

Children react and respond as children, not as adults; yet we expect 
them to respond on our level. We do not know how to Interpret their 
behaviors which usually say more than their words or lark thereof. A-.t 
such we miss their messages and signals; they get ihto emotional 
trouble and often flounder around looking for their lost self-esteem. 
If they never had much self-esteem then they are at risk. Often thes<» 
children are unusually sensitive, caring people with high 
expectations who have no way reaching them, perfectionists with 
emotional and sometimes physical immaturity. They may also feel 
isolated or rejected by their peers, while seeking acceptance. 
They may often talk about suicide to almost anyone who will listen, 
but they are frequently Ignored or not taken seriously. 

A key factor for these ct risk children is that they may suffer what 
they perceive as a significant loss, such as the divorce of their 
parents, a frlenci moving away, breakup of a boy/girl relationship, 
loss of a job or a pet,*poor grade(s), anything tney perceive as a 
failure, abandonment, rejection - essentially loss or control of 
their liver - can be the final blow. For some reason those at risk 
children cannot cope with loss well, and they seem to get mired In 
feelings of helplessness and hopelessness, and the pain is so 
overwhelming that the only solution seems to be to end the pair by 
ending their lives. Perhaps lndoglnous depression (whereby a chemical 
deficiency exists that prevent us from dealing with depression) la 
one cause of their inability to deal with loss end depression. Also, 
most adults do not believe children experience depression, at .least 
not to any significant degree. 

My suggestions Include educating these allies of this silent killer 
so that they can listen and look more closely, not to textbook cases 
of teenage suicide, which only foster false security, but to the real 
signs and symptoma that most teenagers exhibit but which symptoms are 
not felt altogether. 

Research Into what factors besides peer pressure, drugs, alcohol, 
abuse, pornography, and the social environment affect our children is 
needed. Food may be a contributing factor In the Increase of teenage 
auicide; our fooda are processed and sprayed in different ways from 
those of my, generation . 

It is my belief that there are several factors that are contributing 
to the wasting of lives of our country's future. We must act to 
reduce this, or more of us will be burying our children. 

I thank you for this opportunity to make this plea. 
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Senator Spkctkk. Mr. Scherago, would you care to add anything 
to that at this time? 

Mr. Scherago. I do not have anything. 

Senator Specter. Mrs. Scherago, do you have other children? 

Mrs. Scherago. Yes. 

Senator Specter. How many? 

Mrs. Scherago. We have another son, who is now 17. 
Senator Specter. And how old was your son when he committed 
suicide? 

Mrs. Scherago. Sixteen. 

Senator Specter. That was 4 years ago? 

Mrs. Scherago. Yes. 

Senator Specter. What are the signs, if you were to give advice 
to other parents, who may be seeing your face, and hearing your 
voice, what advice would you give them as to what signs to look for 
about potential for suicide in their children? 

Mrs. Scherago. Essentially I think I would tell them to observe, 
rather than to listen, although listening is important, and it cer- 
tainly is significant. But I think, as I said, we tend to communicate 
with our children as we communicate with adults, thinking that if 
we say no, everything is just fine, or yes, I am in trouble, then we 
can assume that that is exactly what is going on. It is not necessar- 
ily the case. 

Senator Specter. Well, when you say to observe, rather than to 
listen, or in addition to listen, your son did talk about suicide. 
What did he say? 

Mrs. Scherago. He asked me if I had ever considered committing 
suicide when I was younger, and I feel like most adults, one time in 
their lives, yes, I did consider it, so I saw it as a very natural ques- 
tion. 

Senator Specter. How long did he say that to you before he actu- 
ally took his life? 
Mrs. Scherago. Timewise? 
Senator Specter. Yes. 

Mrs. Scherago. It is hard to say. I would say anywhere between 
a couple of weeks, and maybe 2 months, at the most. 

Senator Specter. So it is fairly close to the time that he actually 
committed suicide? 

Mrs. Scherago. Yes, sir. 

Senator Specter. And how many times did he talk to you about 
suicide? 
Mrs. Scherago. Just once. 

Senator Specter. As nearly as you can recollect, what did he say 
to you, and you to him, on that occasion? 

Mrs. Scherago. Well, when he asked me, I said sure, I have con- 
sidered it. I took it kind of lightly, and he said, well, what did you 
think about it. And I said, well, I thought that would be nice if I 
did that, but then I would be I ind of giving in to the reasons why I 
felt that way. I would be letting other people win over me, and I 
was not that type of personality, and I am not now, today. 

So I do not know whether I triggered any further response in 
him, or what my response meant to him. Obviously it was not the 
response that he needed. 
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Senator Spectkr. Were you especially concerned when he talked 
to you about suicide? 

Mrs. Scherago. No. No. I thought this was a normal question for 
a teenager to ask. 

Senator Specter. In retrospect, what kind of response do you 
think you should have given him? 

Mrs. Schergao. Well, my education has helped me to understand 
that both on a professional and personal level. I think an appropri- 
ate response would be, well, gee, are you thinking about it? What 
thoughts do you have? 

In other words, encourage the child to talk about what is going 
on inside of him or her, to find out what exactly it is that triggers 
the question in the first place. What do you think about? What 
have you thought about it? Have you thought about it before? 
What would you like to talk about? 

In other words, open up the area for discussion. The tendency is 
to run and hide from it. As I said, it is very frightening. Very 
frightening. 

But when I work in a professional setting, if someone says that 
to me, I say what is that all about. Tell me about that, and people 
will share that information. They do not want to carry it around 
with them, not even our children. 

Senator Specter. Mrs. Scherago, when you say that beyond lis- 
tening, you should observe the child. If you were to give advice to 
parents about listening and observing, what would you tell other 
parents to try to observe? 

Mrs. Scherago. I would say changes in the behavior that seem to 
tend to isolate them, or perhaps they seem to start going in a dif- 
ferent direction than they were heacied. 

Now, one of the problems with this, Senator Specier, is the fact 
that teenagers will do this any way, so we kind of look at them and 
think, now, wait a minute, if this is typical for a teenager, why is 
this child so much at risk? We do not know if that child is so much 
at risk, or not so much at risk. 

So if we observe, and we become keyed into their behavior, then 
we are keeping track of them, more than just ignoring them. That 
is what I am saying. 

Senator Spkcter. Well, you say observe. Look for change of atti- 
tudes, change of directions. Can you give some illustration as to 
what you would be looking for? 

Mrs. Scherago. Well, for instance, if there is a change in the 
performance in school, if they are having difficulties concentrating, 
signs of depression that are very subtle, if they are having prob- 
lems concentrating, if they are spe iding more time alone, if they 
seem to be angrier than usual, if th; y have lost a friend recently, I 
see that as a real key factor for teenage suicide, a loss that they 
perceive, not we, but they perceive. 

And in our son's situation, a best friend of his was moving out of 
town, now he was not moving out of the State, but he was moving 
a distance away, and this meant Steven would not cama/aderie 
with him that he had enjoyed for a time before. We did not per- 
ceive that as being a critical issue for him, obviously he did. 
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Senator Spkctkr. Beyond the parents listening and talking, do 
you make any recommendations about parents seeking professional 
help, therapy? 

Mrs. Schbrago. That is an individual basis, sir. That would be 
very difficult, to go across the board and say everybody should get 
help. 

Of course, we are finding in the newspaper today that one in five 
people have some type of mental probf v m, so perhaps help might 
Be indicated if parents feel that the situation is not necessarily out 
of control, but perhaps it is beyond their understanding or exper- 
tise. 

Senator Specter. You have done some work in therapy yourself, 
of course? 
Mrs. Sc hera go. Yes, sir. 

Senator Specter. Are there any guidelines you could give par- 
ents in when to seek help, what signs to look for especially as a 
guidepost in seeking help? 

Mrs. Scherago. If they do not seem to be able to stay on track 
with their child, if they really feel that there is too much of a space 
between them and their child, and they are uncomfortable with it, 
I think space is essential for teenagers, they need to know that. 
They have independence and the ability to do their own thing, but 
it has to be done within limits. And, of course, that is an individual 
thing, what works in one family will not necessarily work in an- 
other, so it is a very difficult thing to really zero in on. I think that 
I would advise parents to get their head out of the sand, pay atten- 
tion to their children. If they ignore the children, it is not going to 
do them any good, and if they do not ignore them, it may create 
some anxiety initially, but at least perhaps it might save their chil- 
dren's lives, and it might save their family a lot of pain and an- 
guish afterwards. 

Senator Specter. Mrs. Scherago, you have said that one thing 
that you would do differently would be to have discussed the 
matter with your son in a different manner when he brought up 
the subject? 

Mrs. Scherago. Yes. 

Senator Specter. I am sure that you thought about this subject a 
lot of times as a matter of hindsight. 

Can you amplify in any way what you might have done different- 
ly, which you think might have prevented his suicide? 

Mrs. Scherago. Oh, dear. How much time do we have? 

Senator Specter As much as you need. 

Mrs. Scherago. Yes. 

[Pause.] 

Mrs. Scherago. I am not quite sure I understood the question. 
Senator Specter. Well, I think that probably the center of vour 
experience which would be of interest to other people, would be if 
you were to retrace your steps. 



Senator Specter. Well, in a broad sense, and by hindsight. We 
are looking at the problem in a number of dimensions, one very 
powerful aspect of what this hearing can do, is to tell other parents 
in situations like yours what to look for. We can talk about legisla- 
tion, and we will, trying to provide some assistance, but probably 
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one of the greatest aspects of these hearings is to acquaint other 
people with the nature of the problem, and in terms of what you 
can do for other people would be to use the experience that you 
had, the very tragic experience that you have had, to give them 
some insights as to what to look for. 

So if you vere to view this in retrospect, looking backwards, I am 
sure you have done this many times, conversation with each other, 
or as you think about the matter, if you were to look backward and 
find some critical point in your relationship with your son, that 
you might have done something differently, not that you have done 
anything wrong, there is no blame here, but what would you do dif- 
ferently with 20-20 hindsight? What would you look for, to try to 
have prevented your son's suicide? 

Mrs. Schkraoo. I think one of the things might be to lcjk very 
seriously at these losses that children do have, and referring back 
to poor grades, or sudden changes, loss of a friend, something that 
seems insignificant and normal in all of us as we grow up, but look 
at them the way children look at them, and ask ourselves is this 
really very, very serious for him or her. 

And I think— well, as I say, look at it very seriously. 

Senator Specter. All right, that is a danger signal, the chnd has 
sustained substantial reversal, a friend just leaves, bad grades, cut 
from the football team, something which is very painful. 

What do you do? How do you handle it? What do you say? Do 
you bring up the subject? Do you wait for the child to bring up the 
subject? 

Mrs. Scherac. j. Well, that is where I am saying that the problem 
may arise. They may not bring up the subject, at least not verbally, 
but if we start to watch them on a continuum of behavior versus 
how they used to act, and how they are acting 1 week later or 2 
weeks later, then we have a comparison, is this child responding in 
unusual ways, unusual for him or her. Is there an extreme change 
of behavior, and by extreme, that is something that can move a 
quarter of an inch, or it could move 6 inches. It depends on the in- 
dividual. 

Senator Specter. So your advice would be on any sign of signifi- 
cant change, or some loss, try to sound out your youngster, to find 
out what they are thinking about, and how serious the impact is on 
them? 

Mrs. Scherago. That is easier said than done. 
Senator Specter. Well 

Mrs. Scherago. Yes, it is a very difficult thing to do. 
Senator Specter. You have unique experience at it. 
Mrs. Scherago, Yes. 

Senator Specter. How would you articulate it? 

Mrs. Scherago. Well, what I would do myself would be to touch 
base with the child, and say to him or her, gee, you know you got 
your report card, how did you do on it. How do you feel you did on 
it? Rather than to lay on the child, gee, I think you did great. 

Maybe the child does not think he or she did so great. Find out 
from the child where they feel all of this is. How do they ride with 
this? And getting the poor grade, we have to be clear about this, 
getting a poor grade, or losing a friend does not necessarily mean 
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that the child is cuicidal. It just means that he is just one of the at 
risk factors. 

How is that ; ndividual dealing with that? Are they dealing with 
that in a roP coaster kind of effect that is going on and on, or do 
they have the ~*p6 and the rises, the peaks and the valleys, and are 
they leveling off? Are they learning now to deal with the extreme 
behaviors, the things that are out of their control? That ip what I 
mean by observing the behaviors, 

Senator Specter. Well, as a generalization, it cannot do any 
harm to talk to youi children about 

Mrs. Scherago. Of course not. 

Senator Specter [continuing]. Talk about anything, and especial- 
ly their problems. So maybe that is a good startup point. There is 
some reversal, there is nothing to be lost, and perhaps much to be 
gained by talking. 

Mrs. Scherago. I agree with th^t. 

Senator Specter. I am a father of two young sons myself, and I 
recall reading in the newspapers, from time to time, about a sui- 
cide, and I would shudder, and I would wonder what is going on in 
the minds of my two sons. 

All right, you observe changes in their demeanor, personality, 
they talk about reversal. 

Would you, under any circumstances — I do not suppose you 
would ever raise the question of suicide? 

Mrs. Scherago. Why not? 

Senator Specter. OK, would you 

Mrs. Scherago. See, that is like sex. If we do not talk about it, 
then the kids will not know about it, and if we do not talk about 
teenage suicide, then the kids will not know about it. You know 
that is not true. 

Senator Specter. Well, that is a very big step, and I am very 
much interested in your view. I would suspect, not having had the 
experience, that to raise the issue of suicide would be unwise in 
terms of planting the idea. You had the experience, what do you 
think? You actually would raise the question of suicide under some 
circumstances? 

Mrs. Scherago. Yes. You may not have to raise it directly as it 
pertains to your child, but you might raise it as it pertains to an 
article in a newspaper, or something on television, or in a maga- 
zine, or in a book, or someone that you may have heard ab< \ or 
someone that you have heard about, that you know they have 
heard about it. 

Gee, you know, there is an epidemic of suicides in such and such 
place. Are you aware of that? What do you suppose is going on 
with these children? Gee, that is really sad. 

Senator Specter. Well, that is a good suggestion. 

Mrs. Scherago. Yes. That is opening up the subject. 

Senator Specter. You raise it indirectly in the context of some- 
thing that has happened to somebody else, not something that you 
suggest may be on their minds? 

Mrs. Scherago. Right, and that way you are raising the subject, 
and y 1 are not pointing it at them, you are not planting any more 
seeds of thought than the news item itself has been planted, and 
you are making it a possible subject for you both to talk about in 
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an unemotional awl impersonal manner, and that is always an ex- 
cellent way to deal with a subject like that. 

Senator Si'Kctkk. Mrs. Scherago, you testified that your situation 
did not involve either the issue of drugs or sexual abuse, and one of 
the areas of concern by this subcommittee is any connection be- 
tween those two situations, or runaways and suicide. 

Based on your experience as a therapist, in your work with other 
youngsters who have been involved in suicide, what is your piofes- 
sional opinion abut the problem of drugs as a cause of suicide? 

Mrs. Schkrago. Well, I believe it exists, and I am sure that there 
are feelings of helplessness and hopelessness that our children ex- 
perience in all areas of their lives, some of which we are not neces- 
sarily aware of. 

Senator Sprctei:. Have you seen any cases where drugs were a 
factor in a teenage suicide? 

Mrs. Schkrago. Yes, I have. I have seen it more in a personal 
than a professional level. 

Senator Specter. What guidance would you have hr parents on 
the subject of drugs as a possible causative factor on teenage sui- 
cides? 

Mrs. Schkrago. Well, certainly we do not want our children in- 
volved in drugs, but that is not always up to us to decide. I am not 
sure what you are asking me to say when you ask that question, so 
it is hard for me to answer. 

Senator Spectkr. Well, if a parent knows that his child is on 
drugs, that would be a danger signal to the potentiality of suicide. 

Mrs. Schkrago. Yes. 

Senator Specter. As a therapist, realizing that your own situa- 
tion did not involve 1 this, what advice would you have for a parent 
whose child is on drugs, who may be concerned about the possibili- 
ty of suicide? 

Mrs. Schkrago. Well, certainly one of the things would be to 
check with the other resources that affect this child's life, such as 
the school system, maybe even friends, or if they are involved in 
any types of activities in or out of school, to check and see how the 
child's performance really is, and that might give the parents a 
better view of iust how extensive the drug use is. 

We get to the issue of up to 18 years of age, perhaps we could 
have these children involuntarily committed into some type of pro- 
tective environment, institution, or a hospital. What do we do after 
they arc IS, and they are adults? I could think of one family in 
pUiMcular who was at wits end, not knowing how to handle their 
22-year-old son, and he ended up killing himself, and he was in- 
volved with drugs, and the parents were totally helpless— in any 
effect— to change the situation. 

Senator Spkctkr. How about the issue of sexual abuse? Do you 
think that sexual abuse is a causative factor in teenage suicide? 

Mrs. Schkrago. I really do not know, from my own experience, 
both personally or professionally. But I suspect that it probably 
would he. Because I have put myself in kind of what 1 would per- 
ceive to be that role of a child, and I myself would respond on the 
level of saying this is not going to end my life, but that is me. 

So it is an individual type of thing, but I could see where some- 
thing like that would be devastating to a child. 1 do not think that 
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would be the only factor, though. If it were, then I would imagine 
that the suicide would occur shortly after the incident of the abuse 
itself. 

Senator Specter. Thank you very much, Mr. and Mrs. Scherago. 
Stay with us, and perhaps there will be some interaction with testi- 
mony of "Ms. Smith" and "Mrs. Smith." 

We have with us Julie Smith and her mother, Patricia Smith, 
both of those names are not their own. 

Julie, I understand that you have no objection to being photo- 
graphed. 

Julie Smith. No. 

Senator Specter. I want to be sure, because if you do, we will 
make that announcement. We cannot control that, because this is a 
public hearing, and television mu<*t make its own jud^m^nts,- but 
customarily they honor the request not to photograph, but it is all 
right with you? 

Julie Smith. Yes. 

Senator Specter. OK. 

And, how about you, Mrs. Smith? 

Mrs. Smith. Yes. 

Senator Specter. It is acceptable to you, all right. 

Julie and Mrs. Smith, we very much appreciate your being here. 

Based on the information which has been given to me, you, Julie, 
have attempted suicide in the past, and having been in that situa- 
tion, can shed some special light on it. 

Julie, I believe you have a prepared statement, so why do we not 
begin with that? 

STATEMENT OF JULIE SMITH 

Julie Smith. OK. I have attempted suicide three times. The first 
attempt was in May 198L It was merely a gesture, superficial cuts 
on my wrists. But luckily I was taken seriously. I was hospitalized 
fo. t) weeks at Dominion Psychiatric Treatment Center. 

After my discharge I still had self-destructive tendencies, but was 
allowed to continue therapy on an outpatient basis. 

The following year I became anorexic, and at 70 pounds, I 
became a prolonged suicidal. I recovered through constant psycho- 
therapy and familial support, a phenomenon unusual to the dis- 
ease. 

Tenth grade began, and I felt I could start anew. Ho- ver, in De- 
cember 1 again attempted suicide. I repeatedly slashed my wrists 
over the course of a week. On Sunday, I cut my arms badly for the 
last time and overdosed. This vas the first of a series of self-de- 
structive acts that occurred during my 3-month hospitalization. 

During an immediate period after my discharge I did very well, 
and feeling more stable than I had in a long time. However, I 
began to falter, and overdosed while at camp. Since then I have 
been steadily progressing, and I am hoping to leave the Shelter for 
Suicide. 

The most confusing and important issue around suicide u why. 
Many do not know. I believe it to be a result of a multitude of fac- 
tors. The precipitating event could be anything, but in every case 
depression and low self-esteem loom darkly. 
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1 believe my attempt** to be focal around my childhood. I had a 
great many physical problems, including a kidney anomaly, which 
has recently become notorious as an instigator of emotional diffi- 
culty. I grew up feeling different, or flawed. I was both sculpture 
and statue, literally chipping away at myself. I strove to uncover 
the subtle yet so conseouential area interlayed in my very being. 
My attempts were aimed at inner peace, even if that peace meant 
death. 

I have a friend, she was hospitalized with me, but left early due 
to insurance. She was not only suicidal but had drug involvement, 
and had come from an abusive family. She could not go home, so 
now she is on the streets. 

I have been extremely lucky in that respect. The cost of therapy 
has not been weighty, but I come in hopes of aiding those who are 
in less fortunate positions. 

To those who are still struggling, I have come here to show that 
not only is suicide a real issue, but so is recovery, for no one in 
their healthy state really wants to die. The final act of suicide is a 
true and terrible waste. 

Thank you. 

Senator Specter. Thank you very much, Julie. 
Yru are 1(5 at the present time? 
Julik Smith. Yes. 

Senator Specter. And you made your first suicide attempt when 
you were 1H? 
Julie Smith. Yes. 

Senator Specter. Going back, although I know it is hard to do, 
when, if you can recall, did you first think about suicide? 

Julie Smith. I never really thought about— well, I had always 
been interested in the issue, and whenever there was a special on 
TV I always watched it, but I never actually thought of myself in 
terms of suicidal, until I was actually doing it, 

Senator Specter. You never thought about suicide until you ac- 
tually tried it? 

Julie Smith. Right Well, I mean I have seen about it, and I had 
an interest in it, but I never thought of myself actually doing that. 
I never thought I would be able to do it. 

Senator Specter. Well, going back to what you say is the first 
time you had seen about it, or did you see it on television? 

Julie Smith. Yes. 

Senator Specter. What did you see on television? 

Julie Smith. Mostly I saw a person telling about their experi- 
ence, and then thev would have the psychologist, or someone, ex- 
plaining why. 

Senator Specter. You saw somebody on television that talked to 
:\ psychologist, for example, about their committing suicide? 
Julie Smith. Right. Attempting suicide. 

Senator Si <;ctek. Attempting suicide, and what were your 
thoughts vvhen you saw that, if you can recall? 
Julie Smith. I was interested. 

Senator Specter. You say interested. Did you ever think about 
that as something for yourself? 

Julie Smith. No, I do not think I did. But it seems like it is an 
interesting subject. It is well publicized, and you just learn 
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Senator Specter. You had a curiosity about it? 
Julie Smith. Yes. 

Senator Specter. Did the publicity help plant the idea in your 
own mind for your own attempts for suicide? 
Julie Smith. No, I do not think so, no. 

Senator Specter. Do you think the publicity is helpful, or harm- 
ful, in inducing people to commit suicide? 

Julik Smith. I think it can be helpful in that it shows that there 
are people that you can talk to if you are depressed and you need 
someone to talk to. However, it is the same thing as crime and 
things like that, it is all glamorized, and I think that is harmful. 

Senator Specter. Do you think suicide is glamorized by televi- 
sion? 

Julik Smith. Yes. 

Senator Specter. Why do you say that suicide is glamorized by 
television? 

Julie Smith. Because when they show it on the news, or some- 
thing like that, they always have all these people all bloody, and 
everything, running around, and I think that is not what needs to 
be shown. 

Senator Specter. What do you think needs to be shown? 

Julie Smith. I think people need to show that there is — simply 
that if you are feeling that way, there is help. There is somebody 
that you can talk to, rather than showing the actual incident itself, 
like on the news, or something. 

Senator Specter. You think that the incident itself is not a good 
subject matter for publicity? 

Julie Smith. No. 

Senator Specter. And why do you think that? 
Julie Smith. Because it is— oh, God. 

Senator Specter. I know that is not an easy question, but it may 
be helpful to know your thoughts on it. 

Julie Smith. I just think that if people see that, and they feel 
that the v— one problem people who are suicidal have is that they 
want attention, and they see people in the act getting all this at- 
tention, being on the news, and I am not saving that is why they 
are going to do it, obviously not, but I think that is learning. 

Senator Specter. So you think that suicide on television glamor- 
izes, in the sense that it focuses attention to a person, that it says 
to a potential suicide person, this is a way— excuse me? 

Juur Smith. This is how I can get attention. 

Senator Specter. This is how you can get attention. So that is 
bad? 

Julik Smith. Y'es. 

Senator Specter. And a desirable way to publicize is to do what? 

Julie Smith. To have crisis centers advertised a lot. If you are 
feeling— so that an individual, if they are feeling depressed, can 
turn on the TV and have an advertisement or something, talking 
about a crisis center, somewhere that they can call, somewhere 
that they can write, anything like that, that is different, in my 
opinion, than having the actual incident. 

Senator Specter. How old were you when you first saw these tel- 
evision programs, or first saw publicity about suicide, as best you 
can recollect? 
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Julie Smith. Probubly around 11 Around 11. 

Senator Specter. And how frequently did you see programs on 
suicide, how frequently did this subject come to your attention in 
some publicized way? 

Julie Smith. Mostly on police shows, or things like that, which I 
really do not think are a good place for them. 

Senator Specter. So they are just dramas, docu-dramas? 

Julie Smith. Yes, not offering any solution. 

Senator Specter. Now, going back to May 1981, where you testi- 
fied that you slashed your wrists, as closely as you can recollect, 
what happened to you on that occasion? What were you thinking 
about? What was the compelling factor that led you to do that? 

Julie Smith. I think I was feeling for a long while I had been 
isolating myself. 

Senator Specter. Isolating yourself? 

Julie Smith. Yes. That is one of the main things with suicides, 
you always isolate yourself, and when you do that it just increases 
your depression. I was very depressed at the time, and I think it 
was more of an impulse. 

Senator Specter. You had not thought about it for a long period 
of time, it was an impulse? 

Julie Smith. Right. 

Senator Specter. And what did you do, exactly? 
Julie Smith. I cut my wrist with a knife, but it was— it was not 
anything severe, it was superficial. 
Senator Specter. Very superficial? 
Julie Smith. Yes. 

Senator Specter. Were you really trying to kill yourself? 
Julie Smith. Not at that time, no. 
Senator Spector. You think you were not? 
Julie Smith. No. 

Senator Specter. Do you think you wer« trying to attract atten- 
tion? 

Julie Smith. Perhaps. 

Senator Specter. Mrs. Smith, let me ask you at this juncture, 
what was your response to Julie's efforts to suicide, when she was 

13? 

STATEMKNT OF PATRICIA SMITH 

Mrs. Smith. To the actual? 
Senator Specter. Yes. 

Mrs. Smith. When I first discovered the slashed wrists at that 
point in time? 

Senator Spkctkr. Yes. Well, at the time that she made the at- 
tempt at suicide, which she has described, by attempting to cut her 
wrists, what was your reaction? What did you do? 

Mrs. Smith. Susan had been progressively isolating herself, as 
she said, v e had just moved to the Washington area, and I think I 
can ur'd at this point that the move was a major change, from my 
experience 

Senator Spkctkr. Where had you moved from, a long distance? 
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Mrs. Smith. From Massachusetts. And Susan had mentioned ear- 
lier, a lot of physical ailments, and they had just put her body 
brace, and she was experiencing another 

Senator Specter. What kind of physical ailments? 

Mrs. Smith. At this point she had developed scoliosos, and they 
were using a brace to prevent surgery, so we arrived with Susan in 
a very depressed state. 

Senator Specter. And how long after you arrived in the Wash- 
ington area did 

Mrs. Smith. That would have been 

Senator Specter [continuing]. Did Julie try suicide? 

Mrs. Smith. Was that a year later? Yes, I think it would have 
been a year later, and during that period of time she just continued 
to get more and more isolated. 

We felt very concerned about it. The interesting thing is we went 
to the school and talked to the school officials, and they felt that 
we were making something out of nothing, that they saw nothing 
wrong with Susan. 

Senator Specter. You saw some signs which actually led you to 
go and talk to the school officials? 

Mrs. Smith. Right. We felt that this isolation could not be good 
for her, and we wondered how she was doing in school. 

Senator Specter. When you say isolation, she had no friends? 

Mrs. Smith. She had no friends, that is right, she had refused to, 
after moving, to move out and meet kids in the neighborhood, the 
body brace created real feelings for her, so in talking to schools, 
the teachers, they thought that Susan was doing just fine, that at 
school she acted perfectly normal, and that she had friends at 
school. We did not agree with that, and decided to pursue the issue, 
by perhaps having some therapy. 

We were not quite sure, certain things that you were talking 
about, whether this was a good idea, whether we were going to pre- 
cipitate something. 

Senator Specter. Did Julie have therapy before the suicide at- 
tempt? 

Mrs. Smith. No. So we. decided to go easy, and just saw a nurse 
therapist, rather than actually see a psychiatrist 

Senator Specter. Did she see a nurse therapist before the suicide 
attempt? 

Mrs. Smith. One time. This is when we told Susan that we were 
very concerned about her isolation, and that we felt that it would 
benefit all of us, if she talked with somebody, because at this point 
Suvsan was being very angry toward us, too, and we did not feel 
that we could talk well with her, and so we did take her to a nurse 
therapist. 

Senator Specter. You felt that you could not communicate effec- 
tively with her at that time? 

Mrs. Smith. Right, at this point the breakdown of communica- 
tion was very great. 

Senator Spectkr. And you say you felt she was angry with you? 

Mrs. Smith. Right, I think she was angry at everything and ev- 
eryone. There was just hostility coming from Susan, so we did take 
her to the therapist, and I believe that precipitated the— her sui- 
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cide attempt that night was the night that she went home and took 
pills. 

Senator Specter. So you think that the first visit to the nurse 
therapist precipitated the suicide effort? 

Mrs. Smt h When I say precipitatec obviously Susan was at 
that point where she was really suicidal and I think— this is my 
interpretation, was that I think there was an element of Susan 
being afraid that she was becoming mentally ill, or that something 
was happening to her, and when v,e confronted her with the thera- 
pist, I think that kind of scared her, and that night— well, the in- 
teresting thing was I read her diary the next day, because I was so 
frightened by her reaction, when we got home, the hostility had in- 
creased tenfold, and so much so that the next morning I read her 
diary, which I had never done before, and in it she had said that 
she had taken some pills, because life was not worth living kind of 
thing, and had gone to school, and I called the school to see if she 
was still all right, and they said yes, she is in class, and I called the 
nurse therapist back, and she recommended immediate hospitaliza- 
tion at Dominion Institute. 

I went there, and I must admit I was so shaken by locked doors, 
and I could not imagine that my daughter's problem was so great 
that it would require this kind of hospitalization. And we insisted 
on a visit with the psychiatrist who runs Dominion, and he agreed 
to Susan trying to work on an outpatient basis, and he made a bar- 
gain with her that if she would not make any suicidal attempts 
over the weekend he would talk with her again on Monday, and I 
guess about midnight on Sunday night, Susan slashed her wrists 
the first time, and at that point we hospitalized her instantly. We 
did not wait for the morning. 
Senator Specter. Was that the second attempted suicide, or the 



Mrs. Smith. Right, Susan had forgotten the pills, was the first, 
really, but she had not taken enough to be a serious suicide. 

Senator Specter. She took the pills, and then you had the experi- 
ence that you have described, and then she made an effort at slash- 
irg her wrists? 

Mrs. Smith. All this happened in one weekend, and then that 
Sunday night she slashed her wrists. But again, this is where 
Susan was saying they were superficial, and did not even require 
Band-Aids, or anything. But we admitted her in the middle of the 
night to Dominion. 

Senator Specter. Susan, I will begin to call you Susan, since your 
mother has. Your name is not Julie, but Susan. Having used 
Susan, so we will use Susan. It is apparent whom we are talking 
about now. 

What led to the second attempted suicide, Susan? 

Juue Smith. I think it was— I have to think about that. I began 
to go into the same cycle that I had before. 

Senator Spkctkr. How long after the first suicide attempt was 
the second one? 

Juuk Smith. The first suicide attempt was in the 8th grade, and 
my second one was in the 10th grade. 
Senator Specter. In the 10th grade? Aoout 2 years later? 
Julie Smith. Right. 
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Senator Si xctkr. What was the precipitating factor of the second 
suicide? 

Julie Smith. As I said, I saw myself going in the same cycle, and 
I felt myself slipping. 
Senator Specter. Did you have friends at that time? 

Julie Smith. Yes, I had friends, but 

Senator Specter. So you were not isolated? 

Julie Smith. Well, I began to isolate myself again, and I felt 
myself going through the same cycle. I felt myself slipping, I can 
look back into my journals and see myself writing that. 

Senator Specter. You kept a diary? 

Julie Smith. Yes, pretty much. 

Senator Specter. You are a very introspective person, you write 
down what you feel, and what you do? 
Julik Smith. [Nodding.] 

Senator Specter. How did you attempt suicide on the second oc- 
casion? 

Julie Smith. The second time it spanned over a week. My 
mother went away for a week, and on the first day I cut my wrist, 
and each day after that I kept reopening them, and incrasing 
them, until the last day, when I finally cut my wrist and over- 
dosed, the same time, and I was taken to the hospital. 

Senator Specter. Taken to the hospital on the final effort at cut- 
ting your wrists, you inflicted severe wounds on yourself? 

Julik Smith. Fairly bad. 

Senator Specter. Did you come close to dying? 

Julie Smith. No, it was more the overdose that was the problem, 
than the wrists. 

Senator Specter. You took pills on the second occasion? 

Julie Smith. Right. I did them simultaneously. 

Senator Specter. You cut your wrist and took pills? 

Julie Smith. Right. 

Senator Specter. And how about the third occasion, when you 
attempted suicide? 

Julie Smith. Actually, I listed as my anorexia as a suicide. It 
was a prolonged suicide. During my hospitalization I had several 
semiattempts, which I do not really go into. That was what I listed 
as my third attempt. 

Senator Specter. Do you think that you are over the suicide 
problem at the present time, as best you can tell, Susan? 

Julik Smith. I think I am getting there. 

Senator Specter. You think you are? 

Julie Smith. Yes. 

Senator Specter. If you had to give advice to other teenage girls 
in the United States about the problem of suicide, how to avoid it, 
how to approach it, what advice would you give? 

Julie Smith. I think they need to be able to trust people, to talk, 
to confide in people about their feelings. I think they need therapy. 
Therapy is definitely a major thing, and familial support is impor- 
tant. 

Senator Specter. If you were to give advice to other teenage girls 
who were in the same situation that you were, what is the critical 
point, would you say, at what point is really the most dangerous 
that they have to seek some sort of outside help? 
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Juijk Smith. I think any time you are feeling suicidal you should 
seek outside help. The problem with suicide is everyone becomes 
introverted, and they do not rely on anybody else to help them 
with their problems, and ivhen you keep things inside, at least in 
my case, they become very fast and inculpable, and when you 
speak flbout them they sort of shrink inside, and you have to deal 
with them. 

Senator Specter, So you would say the critical factor is when a 
teenage woman is thinking about suicide, to tell somebody about it, 
share her thoughts and feelings? 

J'jlie Smith. Right 

Senator Specter. Susan, you are in a therapy group, as I under- 
stand it, with other youngsters? 
Julie Smith, I was, when I was in the hospital. 
Senator Specter. You were when you were in the hospital? 
Julie Smith. Yes. 

Senator Specter. What did you learn from them, if anything, 
that would be helpful to other teenagers, to understand their own 
problems on suicide? 

Julie Smith. A therapy group helps develop trust in other 
people, it also shuws you that you; problems are not — that some 
other people may have the same feelings that you are having, may 
have the same perspective on things, and you do not feel quite so 
alone in your depression. 

Senator Specter. So if you know that other people are experienc- 
ing similar problems, it is of assistance to you? 

Julie Smith. It helps, yes. 

Senator Specter. Well, thank you very much, Susan. 

If you had one last piece of advice to give to teenagers who may 
be seeing your face and hearing your voice, about how to prevent 
suicide for themselves, what would you say? 

Julie Smith. I wouid say that they really— it really is not worth 
it, that things will get better, no matter how bad things may seem, 
they will get better, and they need to hold on, and they can, it is 
easier to do that with the help of other people, with the help of 
professionals, but just to hold on. 

Senator Specter. And, Mrs. Smith, based upon the experience 
that you had with your daughter, who has attempted suicide, what 
advice would you give to parents, to try to prevent suicide? 

Mrs. Smith. Well, I think that today in our society that parents 
sometimes are a little bit afraid of their kids, and a little bit afraid 
to really step in and appear more of an authority figure, that there 
is a tendency to kind of want kids to experience things, and you 
sort of step back and play a less active role, kind of a supportive 
role, and that is good, but i think that a lot of children are asking 
for more involvement in their lives, more actually stepping in, 
and 

Senator Specter. More parental involvement in the lives of the 
children? 

Mrs. Smith. Right, and more control over their lives, that in 
fact 

Senator Specter. More control that the children would like to 
have the parents exert more control over the children? 
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Mrs. Smith. That is right. In fact, they do not really resent 
having parents stop in, and I think one of the things I have learned 
from this experience is to step in more, and to take things into 
your hands, as I said, confront them, you know, are you feeling sui- 
cidal, in our case now, we have a very open dialog about it, but I 
can see in the case of other families who have not experienced 
something like we have, where it would be beneficial to confront 
children with specific problems, and not be afraid to do that, and 
really, for example, Susan talked to me a long time before, she may 
not even remember it, before her first suicide attempt, but she 
always talked about it as other children, and I was lulled in that. 

Senator Specter. She had talked to you about suicide? 

Mrs. Smith. About suicide, but it was sort of in, my friend is 
thinking of doing this kind of a thing, and my friend has a thing 
who has done this sort of thing. 

Senator Specter. When Susan talked to you about suicide, as you 
described it, what did you sav to her? 

Mrs. Smith. Well, I would be very concerned and would talk 
about it, but it was always about a friend, and would sort of imply 
that perhaps, you know, does the teacher know, does the parent 
know that the child is experiencing these kinds of feelings, and 
looking back on it, I had no idea that what she was really telling 
me was that this is what she was feeling, and we were having these 
discussions about, you know, someone else, some nonexistent 
person, and so I am sure, I do not recall hew I responded in terms 
of everything I said, only merely I hope she gets help. That kind of 
thing, rather than saying, hey, are you trying to tell me something. 

You know, and perhaps we should talk about your feelings about 
this subject. So I guess if I had to give one piece of advice, as you 
said listen, observe, but get involved, and not be afraid. 

I mean, sometimes you may make mistakes and step on their 
toes, and they are going to get angry and say, hey, you are too in- 
volved in my life, but I think overall they appreciate that, and they 
feel that there is some control here, that they may not feel other- 
wise. 

Senator Specter. Susan, one final question. 

From your group therapy, I know this does not apply to vour 
own case, but from the group that you worked with, do you have 
any sense as to whether sexual abuse or drugs were a cause of sui- 
cide for teenagers? 

Julie Smith. A great many of the people in the hospital have 
had experience with drugs or sexual abuse. 

Senator Specter. A great many of the youngsters you associated 
with had backgrounds in drugs as a causative factor leading them 
to suicide, or attempted suicide? 

Julie Smith. Well, 1 would not say that it is the cause of suicide, 
but 

Senator Specter. A contributing factor? 

Julie Smith. But it only served to really shake vour self image, 
self esteem, and that is going to lead to suicidal problems. 

Senator Specter. How about the question of sexual abuse? Have 
you seen from your experience with others who have attempted 
suicide, that that is a factor? 

Julie Smith. I think so, yes. 



24 



21 



Senator Spkctkk. Thank you very much, Mr, and Mrs. Scherago, 
and thank you very much, Mrs. Smith and Susan, I appreciate 
your being here. 

I would like now to call District Attorney Ownby and Dr. Alan 
Herman and Ms. Myra Herbert. 

District Attorney Ownby, we would like to be^in with your testi- 
mony and your experience, 

I understand that you are the district attorney for Collin County, 
TX, the county where Piano is located, and have had experience 
with some nine suicide victims in Piano, your office has been in- 
volved in the investigation in that matter. 

We appreciate your coming, and we will begin with your state- 
ment. 

STATEMENTS OF A PANEL CONSISTING OF H. OWNBY, CRIMINAL 
DISTRICT ATTORNEY, COLLIN COUNTY COURTHOUSE, McKlN- 
NKY, TX; I)R, ALAN L, HERMAN, PH.D., PROFESSOR OF PSY- 
CHOLOGY. THE AMERICAN UNIVERSITY, AND PRESIDENT OF 
THE AMERICAN ASSOCIATION OF SUICIDOLOGY, ON BEHALF 
OF THE AMERICAN PSYCHOLOGICAL ASSOCIATION, WASHING- 
TON, DC; AND MYRA R. HERBERT, M.S.W., COORDINATOR, 
SCHOOL SOCIAL WORK SERVICES, FAIRFAX COUNTY PUBLIC 
SCHOOLS, FAIRFAX, VA 

Mr. OwNin Thank you, Senator Specter, and we apprecia f e your 
taking the time, and your committee working on this subject, be- 
cause this is obviously of a great deal of concern to us. 

Unfortunately, I must report to you that at this time we have 
now experienced 11 deaths by suicide, of individuals aged 20 or 
under, in the last 2 years. 

I would like to start by telling you a little bit about Collin 
County. It is about 1,000 square miles, immediately north of the 
city of Dallas, and the major city is Piano, with a little over 100,000 
people. 

Senator Spkcter. How far north of Dallas is it? 

Mr. Ownby. Well, it is the county immediately to the north. 
Piano sits approximately 20 miles north of downtown Dallas. The 
city of Dallas nuw considers 

Senator Spectkr. Practically a suburb, then? 

Mr. Ownby. It is a suburb. There is no break in the residential 
area. Most of the people who live in our community work in the 
Dallas area, they commute in. It is a very mobile society, upper 
middle class, very expensive homes, most of them are $150,000 or 
more. Median income in our community, in Piano, is about 50 per- 
cent above the national average. An awful lot of people move in, 
and then move out, because they belong to major corporations. 

As I said, we have experienced about 11 suicides, people aged 20 
or under, in the last 2 years. Specifically in the last 20 months. We 
have also experienced a great number of attempts. 

Now, unfortunately, because of the short time that I had been 
noticed to get here, I did not get perfect statistics. In that same 
time period, Piano General Hospital, which is the primary health 
care unit in Piano, has reported to us about 95 suicide attempts. 



ERIC 



25 



22 



That is the whole age spectrum. I do not know how many of those 
break out to be teenage. 

I do know that in our mental health court, which has just been 
in existence in the last year and a half, since January 1983, we 
have had V*i involved, in 1983, and 11 in 1984, attempters, who 
have been committed to some kind of mental health facility. 

According to statistics modeling, our county, by population, 
should experience approximately three per year We are obviously 
well over that. 

Senator Specter. Three suicide attempts? 

Mr. Ownby. Three suicide attempts in the ages 20 and under — 
no, three suicides. 
Senator Specter. Three suicides? 

Mr. Ownby. How many statistically we should model out At- 
tempts, I cannot say. 

Senator Spectcr. Is the figure 95 suicide attempts high, as you 
sense it? 

Mr. Ownby It appears to compare favorably with prior years. 
But again, that is 95 throughout the entire spectrum. 

Senator Specter. What is it about Piano, TX, which leads people 
to suicide, or attempted suicide? 

Mr. Ownby. I do not know. I am not going to sit here and try to 
draw conclusions that I cannot back up. I have looked at a lot of 
the factors that we knew about, or we thought about, or that your 
committee has suggested to me. I do not find yet that single strain 
that will tell us what the answer is. 

We looked at juvenile system involvement. Have they been in 
trouble before. We only found one individual who had any prior 
contact with the juvenile justice system. 

We looked to sexual abuse. It is very difficult. The primary wit- 
ness in a sexual abuse ca&e is the one who is now deceased. So we 
do not really know. We do know that we see a low incidence of 
sexual abuse reported by those people who are suicide attempters, 
they are saved and put into the mental health. 

Senator Specter. Have any of the 11 suicides been a person who 
had reported sexual abuse? 

Mr. Ownby. None. 

And in substance abuse we have got some evidence that every 
one of these individuals began some involvement with either alco- 
hol or drugs, in some minor scale, but out of the 11, I have got 7 
autopsies available, of those, only 1 shows any alcohol or drug 
during a screening at the autopsy, and that one was substantial al- 
cohol intoxication, it was 0.20, which I am sure you know what 
that means, and he also had a substantial amount of Diazamine in 
himself. 

We checked into status crimes, that is what are referred to in 
Texas as juvenile delinquency, and that sort of thing. Runaways, 
we found none, no reports. And the policing agencies on the indi- 
viduals who did in fact commit suicide. We tried to determine if 
there was any more graphic involvement, and we could not find 
any evidence of that. 

I have not been able to look into the behavioral or family prob- 
lems involved with these. I know a little bit, by rumor and by con- 
jecture, and by some personal involvement with a few of the 



ERIC 



26 



23 



people, but not enough that I could draw any kind of conclusions 
for you. 

I will tell you, Mr. Gorman, who is with the Centers for Disease 
(, ntrol, has been in Piano last March doing statistical gathering, 
he is coming back this month to do some indepth interviews with 
families and friends of suicide victims, and he is going to be dealing 
with that kind of approach, what kind of traits are there in the 
families that we can look at. 

One thing that I can tell you by looking at the suicide attempts 
that we dealt with in our mental health system, divorce is a factor, 
and adoption seems to be a factor. 

They asked me to see what kind of police or other investigations 
were accomplishing. The police only investigate so far as to deter- 
mine the cause of death, that it was suicide. 

Senator Specter. How do you, as district attorney, get involved 
in a suicide? A suicide attempt is not a crime, or is it a crime in 
Texas? 

Mr. Ownby. No, it is not a crime in Texas. The on)y way that I 
get involved at this point is because the autopsies are reported to 
me, and, of course, the deaths are reported to me, the police report 
comes to my desk. 

Senator Spkotkr. I know that a lot goes to the district attorney 
that has no place else to go, but technically, there is no crime in- 
volved? 

Mr. Ownby. No. 

Senator Specter. Mr. Ownby, did these 11 suicide victims know 
each other? Was there a strain of commonality? Did they know 
each other? 

Mr, Ownby. Apparently a couple of them may have had some 
contact. There were none of them 

Senator Specter. May have had. There is no evidence that any of 
the others? 

Mr. Ownby. Not that I can testify to. When Mr. Gorman comes 
in and does his study of the family we may find a greater cross re- 
lationship was there. 

Many of them attended separate schools, and had no reason to be 
cross contacting. 

Senator Specter. Do you have any s^nse that there was a chain 
reaction that after a number of suicides that occurred in your 
small community, that it gave the idea to others? 

Mr. Ownby. That is a definite possibility. I was asked to deter- 
mine what is the role of the press, and I talked to the reporters of 
all the major newspapers. 

The 1 first suicide that occurred, there was a fairly decent reason 
for that one to occur. 

Senator Specter. What was the reason? 

Mr. Ownhy. OK. There was a drag race involving three young 
men. Two boys driving the cars, onr was the flagman. One of the 
boys lost control of the car and struck and killed the flagman. The 
other boy who was in the drag race but not involved with the strik- 
ing was a good friend of the flagman, and it was several days later 
that he decided to take his life because he felt guilty, he felt at 
fault. They tended to domino after that. That one incident was re- 
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ported widely, and it wan report 1 on the front page of the local 
papers. 

The newspapers assured me that after that they had tried to 
play it down, until we had a Romeo and Juliet suicide several 
months hter. That one again was on the front page, and after that 
one we had several quick suicides. 

Senator Specter. A double suicide? 

Mr. Ownby. Yes, sir. 

Senator Specter. And what were the factors there? 

Mr. Ownby. They apparently wanted to be together in some sign 
of marital relationship, and their parents wtre denying them. They 
were saying they were too young. 

Senator Specter. How old were they? 

Mr. Ownby. They were 17. 

Senator Specter. How about television coverage? 

Mr. Ownby. Television coverage was rapid and pervasive. There 
is a school three blocks from my home, and a young man there 
committed suicide last year. When he did, the minicams were all 
over the place, interviewing every student who had said they had 
seen or talked to this kid 

It is strange to note that recently a television anchor woman in 
our nty of Dallas committed suicide, and had received very scant 
coverage. 

Senator Specter. How much coverage do suicides get generally 
in the Dallas area? 
Mr. Ownby. The Dallas area, very little. 
Senator Specter. Big city? 
Mr. Ownby. Big city. 

Senator Specter. Not an uncommon occurrence? 
Mr. Ownby. No, about a million people. 
Senator Specter. But 11 are? 

Mr. Ownby. Piano is. There is some relationship between the 
first suicide and the arrival on the scene of some reporters from 
Newsweek to do a story about Piano. They were coming anyway, 
a id they were there when it happened. I think that may have 
something to do with the extreme breadth of news coverage. 

Senator Specter. What is your sense as to why the Newsweek 
story had anything to do with the suicide? 

Mr. Ownby. I do not know that they had anything to do with the 
suicide. I do know that that had something to do with the amount 
of coverage. 

Senator Specter. I see. So you are talking about the Newsweek 
story having a relationship to the coverage, as opposed to the inci- 
dents? 

Mr. Ownby. Right. Newsweek is normally not in Piano. 
[The prepared statement of Mr. Ownby follows:] 
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Prepared Statement of H. Ownby 

Thank you for this opportunity to address the Subcommittee on 
Juvenile Justice. The tragedy of juvenile (or teenage) suicide 
is foremost in the mind of our community at this time, and we are 
comforted to know that not only this body, but other organiza- 
tions with expertise in this subject have come forward to help 
us solve this problem. 

In the last two centuries our nation has worked hard to 
remove hunger and disease as the leading causes of loss of young 
lives, and our community believes that suicide is one more 
affliction that can be removed as a threat to our children. The 
primary weapons in our battle are dedication, open minds, courage 
to face the truth, and love. 

In response to the committee's request I have contacted 
various agencies, service providers, and leaders of our community 
for their information, contributions, and insights. My staff and 
I have also conducted independent research. Time, always the 
enemy of <ieeision makers, was regrettably shcrt, but the infor- 
mation supplied should be as accurate and complete as is humanly 
possible. 

COMMUNITY BACKGROUND 

Collin County is a predominately rural county, population 
approximately 180,000, 900 square miles in size, located imme- 
diately to the north of Dallas. The w unty seat is McKinney, 
approximately 20,000 population. The largest city is Piano, 
population approximately 120,000, with a median household income 
in excess of $40,000, which was a small farming community of less 
than 5000 population until the late 1960*8. Residential growth 
in Dallas has caused Piano to develop as a true metropolitan 
suburb. Although predominately a "bedroom community", internal 
business and industrial growth are currently changing Piano and 
Collin County into a more self-contained community. Population 
estimates rancje up to one million by the end of the century. 
Bach city within the county maintains an independent government, 
including police and school systems. 
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SUICIDES I 

Collin County, Texas, has experienced a significant change 
in the pattern of juvenile suicides (age 20 and under) during the 
last two years. A ten year calendar b lowing ages and occurence 
is attached. It is evident that juvenile suicide was rare before 
1983. Population growth, by itself, will not account for this 
sudden change, since the most significant changes in population 
occurred in the 1970'b. 

a full and complete understanding of why these young people 
took their lives is not yet available. It may never be fully 
understood. However, Ms. Carole Steele, Executive Director of 
the Piano Crisis Center undertook a detailed analysis which she 
reported to the American Association of Suicidology 1 s 1904 
Conference. A copy of her report is attached. 

INVOLVEMENT IN JUSTICE SYSTEM t 

Police and Courts: 

Only one individual had any reported contact with policing 
•ithorities. The record showed a felony offense two years prior 
to death (refused by District Attorney for insufficient evidence) 
and a misdemeanor one year prior to death. 

SEXUAL ABUSE: None reported. 

SUBSTANCE ABUSE: Almost all of the subjects had begun involve- 
ment with drugs or alcohol. A significant number wefe involved 
with either drugs or alcohol, or both, at the time of death. 

RUNNING AWAY FROM HOME: No information available. 

EXPOSURE TO PORNOGRAPHY: No information available. 

BEHAVIORAL OR FAMILY PROBLEMS: No official investigation was 
made of these areas. Through unofficial investigation, Ms. 
Steele details in her report several factor conclusions which 
relate to *.heBe areas. 
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INVESTIGATION! 

Police: Local policing authorities only investigate suicides from 
the standpoint of determining criminal activity and securing evi- 
dence to determine cause of death* 

Justice of the Peace: By Texas law, deaths occurring outside of 
medical supervision are referred to a Justice of the Peace for 
determination of cause of death. The JP can, and often does, 
hold an inquest and seek more information than just the medical 
cause, but this information is not uniform in its reporting. 
COMMUNITY RESPONSE - PREVENTION: 

Piano and Collin County have made significant moves in the 
last two (2) years to combat this problem. In addition to Ms. 
Steele's r sport, I have attached detailed information provided by 
Dr. Glenn tfeimer, psychologist and Director of the Piano Crisis 
Center, and Mr* Mike Cavender, Administrator of the Piano 
Involvement Program with the Piano School District. 

Here is an overview of the systems available now* 

1. Piano Crisis Centert 24 hour hot line provides crisis 
intervention and referral by professionally trained Volunteers. 

2. Collin County Mental Health Departments Trained Deputy 
Sheriffs can respond county wide to both law enforcement agency 
and citizen reported problems. System can provide intervention, 
temporary committment for safety, and immediate psychiatric 
involvement . 

3. Neighborhood Youth Services: A diversion project of the 
Piano Police Department, juvenile offenders can be placed in e 
counseling situation, rather than incarceration and formal coiu't 
action, if warranted. 

4. Piano School Districts Numerous projects aimed at 
involving the parents and the community in problems of children, 
before the problem reaches the police stage. This includes a 
District wide Parent Involvement Program (too many children had 
no real communication with their parents; many parents refused to 
believe their child was involved with drugs or* alcohol), and 
Students Working All Together (SWAT) and Students Thinking Of 
Peers (STOP) which involve students taking the initiative to 
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defeat loneliness (being left out of the group) and peer pressure 
involving drug, alcohol, or other improper activites. 
Individual information sharing, or clear inghouse, activities 
have started in several schools in the past year. The details 
are bent left to the attached materials. 

ROLE OF THE PRESS: 

The Piano Daily Star Courier provides primary coverage of 
events in Piano, although the two major Dallas papers do cover 
Piano activities and have wide circulation in Piano. 

Because of the nature of the first suicide, it was covered 
on page one of the Piano paper. Likewise, the double suicide 
received page one treatment. All others were reported on page 
three as a four or five paragraph "police report" only. 

In fairness I asked reporters from several papers for thtir 
comments on this subject. Some felt it was only a question of 
the public's right to know; but one reporter pointed out that, 
while the news reports may trigger further suicide activity, they 
may also warn parents of suicidal children of the danger signs 
and may save lives. 
CONCLUSION 

Thore are no answers, yet. There are many people working 
very hard to fight an enemy we do not understand. The Center for 
Disease Control has visited Collin County to gather information, 
and will return later this year. There are children, and adults, 
solving problems that would possibly have gone unsolved before. 
Local agencies and authorities are communicating better than 
before on juvenile matters. 

The only conclusion I have drawn from my very short research 
of the problem is the need for sharing of information. The 
exchange of background information on children by the schools, 
police, medical, and religious community is vital to the inter- 
ception of problem children before they "solve'' their problem. 
And the sharing »f hard-won answers to common juvenile problems 
is vital to intercepting situations before they become problems 
for a child. The clearinghouse approach may be the next logical 
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Senator Specter. Well, we shall be interested to see what the fol- 
lowup studies show, Mr. District Attorney. It is a very unique situ- 
ation, and I think there is something to be learned from that. 

Let us turn to Dr. Alan Berman now. 

Dr. Berman, as I understand it, you are the president of the 
American Association of Suicidology? 
Dr. Berman. That is correct. 

Senator Specter. Would you begin by telling us a little bit about 
the Association of Suicidology, when it was formed, the member- 
ship content? 



Dr. Berman. The American Association of Suicidology was found- 
ed in 1967 by Dr. Edwin Shneidman in Los Angeles, who, when 
he started working with suicidal individuals in Los Angeles County, 
found that there was painfully little research available to study 
and understand suicidal phenomena. 

Since then we have grown slowly. We have about 700 members, 
mostly mental health professionals, several surviving parents, and 
lay people interested in the subject. Primarily, our interest is in 
understanding the problem of suicide, and hopefully proposing 
models to deal with it. 

Senator Specter. What is your own educational background — 
you are a Ph.D. in clinical psychology? 

Dr Berman. Yes. 

Senator Specter. And how long have you been practicing psy- 
chology? 
Dr. Herman. Fifteen years. 

Senator Specter. And you are a professor in the Department of 
Psychology at American University? 
Dr. Berman. That is correct. 

Senator Specter. Well, we thank you for being here, and look 
forward to your testimony. 

Dr. Berman. Thank you. If I can briefly summarize my written 
comments. 

First, I do want to thank you for inviting me here to speak. I am 
here to represent the American Psychological Association as well 
as the American Association of Suicidology, and, perhaps, if I can 
extend that, to represent more than 5,000 suicidal adolescents from 
last year; that is, 5,000 adolescents who cannot be here to testify, 
because they are tragically and prematurely dead. 

Senator Specter. 5,000 adolescents last year? 

Dr. Berman. Over 5,000 last year, and that is what we know of. 
Obviously, that underestimates those deaths that are otherwise cer- 
tified, or those whose suicides may have been denied awareness to 
a medical examiner or coroner. 

In recent years, Senator, th rate of suicide deaths of teenagers 
have shown a marked and dramatic increase, roughly an increase 
of threefold, in the last 20 to 25 years. 

Concurrently, the United States has shown dramatic increases in 
the rate of divorce, and the numbers of children involved in those 
divorces; and in the rate of illegitimate births to adolescent girls, 
rate of juvenile court appearances for adolescents. As well, rates of 
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other violent deaths, lor example homicide rates, have gone up dra- 
matically. 

While these are correlated, in no way are they explanatory. Sui- 
cide is an intensely personal event. It is complex, and it is multi- 
determined. For some it is an impulsive behavior, for others it is a 
career. There is no one motive, there is no one type, there is no one 
suicide that I can tell you about. 

Perhaps I can assume all motives under two primary themes. 
One is that of influencing others, to communicate a statement that 
otherwise cannot be expressed. Second, to escape some intolerable 
situation, some conflict; some attempt to get out when other ways 
cannot be accomplished. 

The great majority of adolescent suicides that we know of appar- 
ently do not, or did not, want to die; but, perhaps, did not know of 
any other ways to deal with their problems. These suicidal individ- 
uals appear to share a common pathway with other forms of escape 
and indirect communication: runaways, drug abusers, alcohol 
users, and delinquents. I guess they share an underlay of despair, 
of rage, of helplessness, and of depression. 

To date our research does indicate that there are a number of 
factors that we can point to that show an adolescent at risk for sui- 
cide. There is painfully little research. We are desperate in terms 
of asking for funds so we can upgrade what we know. But we do 
know some things, and one o r the values of this meeting today is 
that we can perhaps isolate and publicize what we have learned 
over the years. 

Clearly, adolescents give messages on their way toward death. 
We know that roughly 80 percent will communicate in one form or 
another that suicide is on their mind, and that it is a possibility. 

Studies of suicidal adolescents, both attempters and completers, 
have found typically that— again, this is a generalization — that 
there is a high level of conflict in the family, there are cftentimes 
threats of, and actual, separation and divorce. Parents have been 
shown to be more depressed than parents of nonsuicidal children. 

Studies have found higher rates of alcoholism, higher rates of 
drug abuse among the parents, and, as well, more suicidal models 
in the parenting system that may, perhaps, give the potentially sui- 
cidal adolescent some permission for using this behavior as a way 
of solving problems. 

Children in families such as these tend to feel expendable, if not 
sometimes responsible for problems going on in the family. The 
parents may or may not be in a position to notice. These adoles- 
cents do show behavioral changes at school; they also show behav- 
ioral changes with peers. 

We have been able to note increased rates of depression, that is, 
diagnosable, clinical depression; signs of withdrawal, as well as 
signs of greater aggressivity and hostility, more disruptive behav- 
ior. They do appear to be more sensitive, more easily hurt, and less 
able to reach out to support systems that may or may not be avail- 



There are things that can be done. The clues are given clearly. If 
we can assess better, if we notice more, perhaps we can channel 
them into helpful systems. We do know that those adolescents that 
make it into individual therapy, group therapy, or to the family 
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therapy, have been helped. They can be taught; they can be given 
training in problem-solving skills. 

We do know of school-based programs that have been tried, that 
seem to be successful in teaching adolescents not only about their 
own depression, but about how to respond to peers, in teaching 
teachers how to notice, and again, funnel children into helpful re- 
courses. 

As you mentioned in your opening statement, there are two 
States that are currently providing moneys to support demonstra- 
tion projects to develop preventative programs in the schools. At 
present, there basically is no Federal money to support either re- 
search or programmatic initiatives. That is one of the reasons I 
would like something to come of this, and I hope that we can get to 
that. 

Thank you. 

[The prepared statement of Dr. Berman follows:] 
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Prepared Statement of Alan L, Herman 



Nr. Chairman «nd Maabsra of tha Subcoaalttaa on Juvanlla Juatlca, It la 

lndaad on honor to ba Invltad hart today to taatlfy on bahalf of tha Aaarlcan 

Paychologlcal Aaaoclatlcn on tha aubjact of taanaga sulci da. I aa plaaaad 

that tha Subcoaalttaa haa dlractad Ita attantlon to thla aarloua national 

problaa and would Ilka to taka thla opportunity to coaaand your outatandlng 

laadarahlp In afforta to aafaguard tha volfara of our nation' a youth. 

i 

I aa Dr. Alan Mr man, Profaaaor of Paychology at Tha Aaarlcan Unlvaralty 
and Praaldant of tha Aaarlcan Aaaoclatlon of Sulcldology. My profaaalonal 
axpartlaa In tha araa of taanaga aulclda la darlvad froa counaallng aulcldal 
adolaacanta and thalr faalllaa, conducting raaaarch projacta and vorkahopa, 
and taachlng unlvaralty couraaa on tha aubjact. 

In ay taatlaony, I viU praaant tha paychologlcal knovladga ragardlng 
thraa major araaa of concarns (1) tha charactarlatlca of tha at-rlak 
adolaactnt, Including contacta with tha juvanlla Juatlca ayataa; (2) tha 
clua taring phanoaanon vharaln ona aulclda trlggara * raah of aulcldaa In a 
cloaad coaaunlty aa vaa racantly raportad In Vaatchaatar County, Nav York and 
Piano , Taxaa; and (3) vaya to halp taanagara through tha crlaaa of adolaacanca 
and thsraby datar thaa froa acta of aalf daatructlon. 

Nov aora than avar bafora, faalllaa, coaaunltlaa and tha nation aa a vhola 
ara facing tha tragady of taanaga aulclda and making *vhy?" Tha accalaratlon 
In aaplrlcal raaaarch In tha araa of taanaga aulclda In tha laat aavaral yaara 
follova cloaaly and parallala raporta of draaatlc Ineraaaaa In tha Incldanca 
of thaaa daatha (Barman & Tannay, 1984). Unfortunataly, thara la a lag of 
about thraa yaara bafora final aortallty f Iguraa ara publlahad by tha 
govarnmant and a furthar 'ag of aavaral yaara bafora any ona aaplrlcal atudy 
can ba organlxad, carrlad out, and publlahad. Tharafora, to hava a body of 
vall-conductad raaaarch which aaaning fully addraaaaa both tha quaatlona of 
M Vhyt M and "What can ba donaT" damanda Inordlnmta patlanca among thoaa aagar 
for ana vara. 

It la not that tha problaa of adolaacant aulclda la nav. It la that tha 

algnlflcanca of tha problaa haa only racantly amargad. Conaldar for a aoaant 

tha following atartllng facta about tttnaga aulcldat 

o Ona out of avary f Iva aulcldaa in 1910 involvad a 15- to 24-yaar-old 
mala. 

o latvaan 1960 and I960, tha aulclda rata for tha 15-to 24-yaar-old aga 
group In tha Unltad Stataa aora than doublad froa 5.2 to 12.3 par 100,000. 
Thla 13* parcant Inctaaaa aada aulclda tha third laadlng cauaa of daath in 
thla a|a /group. 
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o In absoluta numbara, ovsr 3,200 taanagara commit tad aulclda Id 1980; 
•ccounting for 11 parcant of oil daatha aaong 15-to 24-yaar-olda la our 

country. 

o With rha axcaptlon of tha adolaacant/young adult (15—24) aagaant of tha 
population, ovarsll aorta 11 ty rataa hava dacraaaad for avary aga group 
( Haalthy Paopla . 1979). Th*sa dlaturblng atatlatlca can ba a xp Is In ad by tha 
aharp rlaa In vlolsnt (aulclda and homlclds) daatha among tba young (Saldan 
and Prsltaa, 1980; Hollogar, 1979). 

o riraama and sxploalvaa accountad for 62 parcant of all aulcldaa among 
15- to 24-yssr-oldj in 1980. Tha Incraaaa In tha uaa of guna accounta for 
slmost all tha Incraaaa notad In youthful aulcldaa (loyd, 1983), It la 
Intaraitlng to nota that fully 85X of thoaa ualng flraarma ara mala and that 
atataa with atrlctar handgun control lava hava lowar rataa of aulclda by 
flraara (Laatar 4 Murrall, 1982). 

o Aa vlth aalaa, tha majority of young famalaa uaa flraarma to kill 
thamaalvaa (52X of famalaa varaua 641 aalaa) | yat thay ara mora llkaly than 
aalaa to Ingaat druga and polaona i20X of famalaa varaua 6Z of aalaa). Thla 
aax-apaclflc cholca of aathod haa long baan thought to ba ona of tha aaln 
raaaooa why aan ara ovarrsprssaotsd aa coaplatad aulcldaa and why woaan ara 
ovarrapraaantad aa non-fatal attaaptara. 

o laclal dlffarancaa ara alao avldant In that mora than ona In four black 
aulcldaa (26X) la agad 15-24. Vhlla tba aulclda rata for alnorltlaa la 
algnlflcantly lowar than that for tha whlta majority, tha graataat Incraaaa In 
rataa haa baan notad for young black aalaa who, In addition, hava had 
traditionally high rataa of homlcldaa aa wall. 

Tha "At Uak* Adolaacant 

vhlla aulclda may bast ba vlawad aa an Intanaaly paraonal act, a graat 
varlaty of social forcaa laplnga on any individual's sanaa of aslf, naada, 
raaourcaa, and bahavlor. Barman and Cohan-Sandlar (1982) hava outllnad a 
aampla of Indicators of aoclatal changa affactlng tha adolaacant population. 
Profound Incraaaaa In tha numbar of chlldran of divorcsd famlllaa, blrtha to 
unaarrlad adolascant voaan, drug uaa, running avay from homa, and juvsnlla 
arraats ara but a fav of tha algna pointing to potantlal axplanatory factors. 

A racant study of runaway and homalaaa youth aaaklng rafuga In amargancy 
ahalttra In Nav York City raportad significant psychiatric problaaa among thla 
populstlon, Including dsprtsslon and sulcldsl bahavlor, antlaoclal bahavlor, 
or a combination of thaaa (Shaffar 4 Caton, 1984). Of tha 118 youtha 
Intarvlawad, at laast one-third of tha glrla and ona-aixth of tha boya had at 
aome tlaa attaaptad aulclda. A ralatad atudy of 150 dallnquant sdolsscsnts at 
a coaducatlonal youth corractlonal facility In Vaahlngton Stata found that 30 
of tha 13- to 15-yaar-olda Intarvltved (or 20X of tha aampla) had pravloualy 
attaaptad aulclda (Millar, Chllaa 4 Barnaa, 1982). Tha avaraga aga at which 
tha flrat aulclda attaapt occurrad waa around 13 yaara, vlth tha aarllaat 
attaapt at aga 7. Tha group avaragad about 3 attampta par youth, with a ranga 
of 1 to 5 attampta. Purtharmora, whan youth auch aa runavaya and dallnquanta 
ara Inapproprlataly datalnad In adult jalla and lockupa, thay may attampt 
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eulclde while in the facility. At docuaented by • 1901 Univereity of Illinoie 
report prepared for the U.S. Depertaent Juetlce, the eulclde rate of 
Juvenilee la edult Jelle It •ight time a greater than that of Juvenilee In 
Juvenile detention centers end five tlaen greater then that of youth In the 
general population (U.S. Department of Juetlca, 1981). 

Melee, both white and black, coaplete eulclde at ratee better than four 
tlaee thoee for feaalee. In contract, feaalee outnumber aalee by about the 
ettae ratio when available data on atteapted eulclde are exaalned. The 
elgnlflcance of theee data lice In the fact that attcaptcrc end coaplctcrc, ae 
groupa, appear quite different. Although one aey be defined ee en etteapted 
eulclde In a number of waye (e.g., Intending to complete eulclde but being 
reecued, Intervened with, or falling to complete vereue not Intending to die 
but rather to communicate an otherwlee unaccepted aeeeage), the typlcel 
coapleted eulclde In adoleecence le e aele uelng e gun end the typlcel 
edoleecent atteapter le a feaale lngeetlng pllle. 

Since the atteapted eulclde reaalne alive end, coneequcntly, la available 
for obeervatlon and etudy, what we have learned ebout the eulcldal edoleecent 
hae coae primarily froa our etudy of young woaen end le retroepectlve In 
nature. Neverthelcee, auch can be learned froa the eulclde atteapter. And, 
It le laportant to note that there le overlap between theee groupe. Once e 
youth le deepalrlng enough to jeopardize hie or her life even without Intent 
to die, the likelihood of future and perhape mora lethal eulcldal behavior 
increases. 

The majority of reeearch on eulcldal adoleacente hae focueed on family and 
parental dynaalce. Adoleecente, by definition, are caught between childhood 
end adulthood. The often Intenee end confllctual tack of caparatlng froa nhe 
world of parente end family can be all the more difficult when family dynaalce 
Interfere with the chlld'e move toward eclf-euf f lclency. Parenta of eulcldal 
adoleecente have been characterised by more overt conflict and threate of 
eeperatlon and divorce, often culminating In the loea of a parent for the 
child prior to hln or her 12th year (Millar et al., 1982 ; Cordar, Shorr, 6 
Corder, 1974; Stanley & Barter, 1970). Varloue peychologlcal probleae ranging 
froa depreeelon, alcohol, end drug abuee (Tlehler 6 McKenry, 1982) to current 
end chronic eulcldal behavior (Carflnkel et al., 1982; McKanry, Tlehler* 6 
Kelly, 1982) heve aleo been found to characterise parente of eulcldal 
adoleecente. Suicidal adoleecente report receiving little affection (Karelia, 
1972). They hold negative vlewe of their perente and eee theaeelvee aa 
different froa their parente (McKenry et al., 1982). When fealllee of e 
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aulcldal adolaacant hava baan obaarvad interacting on a taak, communlcatlona 
to tha aulcldal adolaacant hava baan found to ba Hal tad and of tan punltlva 
(Abraham, 1978). 

It la undaratandabla, than, that aulcldal adolaacaota daacrlba time a pent 
in thalr family aa unanjoyabla (HcKanry at al., 1962) and hava baan found to 
hava daflclanf problam-eolvlng akllla (Hynau, 1976; Leveneon a Neurlnger, 
1971). Without adaquata attantlon to fulfilling tha adolaacaota naad for 
nurturanca and aklll training— thoaa ingrediente ••••ntlol for paychologlcal 
growth— tha adolaacant at rlok for ou.cldo la ona who lack* tha raaourcaa 
oaadad to daal with tha crlaaa of growing up* Tha aulcldal adolaacant faala 
expendable, yat la unabla to aaparata anJ leave. Inotood, ha or aha dovolopo 
poor raallty taatlng and becomee aora hopalaaa and dapraaaad (Tlahlar a 
HcKanry, 1982; Topol a Rainikoff, 1982). Suicidal behavior, than, may airve 
aa a form of communication, a cry for halp to whomever might cere, or a way to 



Other cuaa of daapalr and poor problem-eolving akllla may ba evident in 
tha adolaacant' a bahavior. Drug and alcohol uaa and oggrooolvo bahavior hava 
baan found to ba mora prevalent in hlatorlaa of aulcldal (va« noo-auicidal) 
adolaacaota (Carflnkal at el., 1982; Koielle, 1972). 

In addition to focualng on tha family, paychologlcal atudlaa hava alao 
oxomlnod tha aulcldal adolaacant' a bahavior at achool and ralatlonahlpa with 
pooro. With raapact to achool bahavior, aulcldal adolaacaota ara mora likely 
to amotlonally withdraw from achool (Glbaon, 1982; Cordar at al#, 1974; 
Korollo, 1972). School problama hava baan found (Sarlaa, Jteynolda, a Haald, 
1979), and undarachlavamant and poor achool parformanca hava charactarliad 
thla group'a pra-aulcldal bahavior (Carflnkal at al«, 1962; Koralla, 1972). 
Yat It ahould ba notad that whlla tha acadamlc problama ara typical of 
aulcldal adolaacanta, thay may daacrlba tha much largar claaa of dapraaaad 
adolaacaota aa wall; unfortunately, no atudy of aulcldal adolaacanta haa, aa 
yat, dlacrlmlnatad tham from dapraaaad, non-aulcldal adolaacanta (Barman a 
Carroll, 1984). 

Tha acadamlcally cepeb:.e, but truly dapraaaad and potantlally aulcldal, 
adolaacant la raraly plaaaad with acadamlc parformanca — making tha arror of 
raaaonlng that a grada of "i" la tha aqulvalant of an T\ Whan auch 
parcalvad falluraa occur, thay hava tha potantlal of halghtanlng tha oonoo of 
daapalr and hopalaaanaaa alraady fait* lulcldel adolaacanta hava baaa found 
to faal mora praaaura to do wall in achool (HcKanry at al., 1982). Parcalvad 
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felluree, thue, msy i««d tha adolaacant to faar an avcn furthar loaa 0 f 
recognition fro* thoaa faslly aaabmra who dsaand acedealc perforaanca. 

It la coaaon that adolaacaota will at ooa tlaa or enother hava aulcldal 
fsntaalss (Cantor, 1976). It la alao trua that adolaacaota focua aora on tha 
praaant than tha futura. Uhan an adolaacant experiences stress, than, a 
conatrlctad view of futura poaalbllltlaa and a aoaantary fix on praaant 
tnCApaa aay hold away. Iapulalvlty and poor alternative problaa-aolvlng aay 
make aulcldal fantaalea turn to aulcldal behevlore. A poaltlva and hselthy 
lntaractlon with paara aay ba aufflclaot antldota to thla daatructlva prccaaa. 

Active paar involvement (e.g., dating and aharad actlvltlaa) and cloaa 
reiatlonahlpa with paranta hava baan found to ba lovaraaly ralatad to 
jepreeelve mood in aaolaaccnca (Ksndel a Dsvlee, 1982). In contrset, suicidsl 

adolaacanta hava been found to hava aora fraquant and aarloua problaaa with 

i 

paara, to ba aora lnterpereonilly sensltlvs, and to ba laaa llkaly to hava a 
cloaa confidant (HcKanry at si., 1982; Tlahlir a HcKenry, 1982). 



Paara have one othar significant affact on tha potantlally aulcldal 
adolaacant: contagion. Adolaacanta ara highly euggeetlble, aagar to laltata 
othara In thalr queet to artabllah a aultabla Identity. Suicidal adolaacanta 
ara highly vulnerable to loflueoca aa thay lack poaltlva rola aodala and ara 
low In salf-esteea. Thue, vh* < a aulclda occura and racalvaa attantlori and 
raaponae In a coaaunlty (e.g., * school), It la not uncoaaon to find 
aubssquent aulcldal behevlore, often a "raah" or epldaalc of followers* It 
haa been piopoaed that tha flrat aulcldal behavior aarvae aa a aodal or 
paralai 'on giver to othara vho had been contemplating euch an action (Baraan a 
Yuflt, 1963). The phenomenon of contagion la aoat Important for ua to eddraae 
through our Intervention** and prevention afforta at the achool end community 
leval. Tha Centers for Dleeaee Control of tha U.S. Public Heelth Service ere 
currently conducting a aajor study to explore thle pustllng end treglc 
phenomenon. 



Tha decision to end one's life cen never be staple. Suicide la a complex, 
aultl~datan*lnad behavior that la acted out either on lapulea or aa a Ufa 
plan. In sdolescencs, the aotlvee for aulcldel behevlor eppeer 1 - *ly 
lntsrpersonsl , directed at affecting chenge In or eacepa fror e rjnf Ictusl 
f sally or peer eyetea. Tha Intended coaaunlcetlon aay range f* * K*m 1 lty to 
helplessness; eech ceea haa Ite Idloeyncretlc aaaeege. One thlr, »ppf..*a 



Tha Suicide Clustering Phenomenon 



Seapla Caeeet Typaa end Motive! 
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clean no other wey to ochlovo tha Intended goal la apparent to tha aulcldal 

adolaacant at tha tlae tha behavior la compelled. 

Soae edoleeceote ongege In eulcldel behavior ee a coaooq'ioaco of aovore 

oaotlonol probleao. Othere ect out of deepelr froa eevere doprooolon, 

Interpereonel loolotloa, or unexproeooblo rogo* For eoat odoloocontOf not 

elreedy defined ee ooveroly dloturbed, eulclde le e deeperete ect to end e 

crlele In their llvee. The following ooaplo of ceeee le Intended to provide 

aoea Inelght Into the aotlvao coaaoo to completed eulclde t 

A 12-yeer-old eon of e Military officer ehot hlaeelf with hie 
fothor'o ahotgun. He had been oevoroly punlehed by hla f ether after 
being caught playing hookey frcei ochool* 

The life of e 15-year-old boy woo "wrapped up" in e televleloo epece 
ahov; hie rooa cluttered with epece aodalo, pootero, end releted 
parephernalle. Whan not Involved with thle pooolon, he epoke of 
being bored end lacking challenge. When the televleloo ehow wee 
concollod, he wrote e eulclde note end Jumped 200 feet to hie deeth 
f roe e bridge. 

A 15-yeer-old feaala, on elcohol end FCP, told her friend that ahe 
had "aeeeed up [her] Ufa," then put a ahotgun to her head* 

A )7-yaar-old sale argued with hie girlfriend end threetooed to kill 
hlaeelf If ehe welked out on hla. She told hln, "you*ro crony*" He 
pulled e gun out of hie pocket end ehot hlaeelf In the head. 

A 17-year-old hanged hlaaelf In e county jell cell. He had been 
erreeted for drunk driving the night eftez having failed e Marine 
Corpe teet. 

Mo vignette cen portray adequately the dynaalco behind euch life a tor lee, 
Ho typology cen euaaerlfe eucclnctly the aultlpllclty of aottveo for deciding 
upon e eelf-lnfllcted deeth Had tha opportunist preeented theaoelveo, we 
cen only wonder which end how aany of theee eulcldel declelone eight have been 
redirected toward alternative, llfe-ouotolnlng cholcee. Thet thle le poeelble 
le without queatlon. 

Interventlone 

It le believed by eulcldologlete that tha declelon to kill oneeelf le 
rerely locking In dure end eigne; often theee ere readily dlecernlble to the 
t reined thereplet but uarecognlied by thoee cloeeet to the vlctla. It le 
opporent, then, thet Intervention beglne with eeeeaaaent. The eblllty to 
afcoooo a youth et-riak depende on en ewereneee of eigne (both verbal end 
behevlorel) lndlcetlng thet the youth may be cooelderlng eulclde end en 
eblllty to overcoae the feellnge of onxloty, holplooonooo, enter, or rege that 
arlee when confronted with e llfe-threetenlng eltuetlon. Teechere nuet 
recognise and reepond to a etudent In pain, In eplte ot the ayrlod of other 
reeponelbllltlee. Faere, aoat often the flret turned to end coaaunlceted with 
(Rooo, 1980), nuat underetend that what e eulcldel adolaacant naede la e 
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caring friend, and that a earing friend doee not hold aacrat a Mmgi that a 
frland la cone ide ring suicide. Both taachara and atudanta faar tha fait 
rooponolblllty of Involving thaaaalvaa or of "doing tha wrong thing." With 
aducatlon to countar coaaonly hald aythe and irrational faara (e.g., if ooa 
talka about eulclde, ona sight auggaat it . • .), knowledge 9 bout what can nnd 
ahouid ba dona, and information concerning available raaourcaa for 
profaaalonal intervention , taachara and atudanta can ba algnlf leant 
getekaepere in tha intervention eyetea (loae, 1980). 

On a acre preventive level, etudent-paere can ba taught how to identify 
algna and eyaptoae of depreeeion and panic end about the reelltlee of the 
■antel heelth eyetea end referrele to proaote batter oolf-oooooaaent end 
nrobloa-oolvlng (loee, 1983). In Cellforole 4od Floride, for exaaple, etete 
legleletlon hae recently been peeeed to provide for the lapleaeotetlon of 
pilot youth eulclde prevention progreae In the eehoole to eccoaplieh theee 
objactlvoo* 

With ewereneee end educetioo, effective etepe toward Intervention in end 
prevention of a eulcldel ectlon cen be taken* Sulcldel coaaunicatione ceo ba 
obeerved and token oorlouoly* Wernlng eigne for inereeeed rlek of eulcldel 
behavior can be noted end re e ponded to* Channel e of coaaunicatloo end 
unpethlc cupper cen ba opaned end provided* Keferrele for profeeelonal help 
cen be aade where both epproaajete end oeceeeery. 



Individual or faally therapy with the eulcldel edoleecent auet flret end 
foreaoet eneure the eefety of the edoleecent* Youthe evelueted et high rlek 
for continued oolf-hara ehould be coneldered for hoepltelleetlon* In or out 
of e hoepltel oottlng, however, trootaent ehould be provided* Syaptoao auet 
ba oaollorotod end ongoing eourcee of etreee auet be reaoved or alnlal*od* 
Moreover, the eupport of feally end peere auet ba iaproved end open 
coaaunlcetloo within thea encouregad* Although family therepy le often the 
aoat epproprleta treetaent for tha aulcidel youngotor, it aay ba difficult to 
puraue. The bleae end reeponelblllty experienced by faalllee of eulcldel 
edoleecente aay laed thea to quickly cover up the open wound (leraan i 
Carroll, 1964) or forego treetaent (Morrleon I Collier, 1969)* Por fealllee 
end peere of eulclde vlctlae, it le cruclel that counseling be evelleble to 
help thea aourn premature daeth by eulclde end go on with their llvae* 
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Thm iff actlvaoaaa of individual paychotharapy with • aulcidal adolaacant 
dapanda, in good maaaura, on tha quality of tha ralationahip aatabllahod with 
tha tharapiat. vhatavar tha procaduraa, tha goal of tharapy with a aulcidal 
adolaacant la to find noo-auicidal aolutlooa to tha probXaai(a) praaantad. In 
thla procaaa, tha mora important goal of taachlng affactlva problam-aolvlof 
akllla applicabla to a widt ranga of futura problam altuatlona la nought* 

A« a laat word, aulcidal bahavior— whathar andlng in daath or ranavad 
Ufa— la a communication of pain* For thoaa wa havt opportunity to halp, 
that communication commanda our attantt.on. That but ona Ufa may ba ranavad 
ahould ba aufflclant Juatif ication for tha affort. 

Thank you for tha opportunity to taatlfy today on tha aubjact of taanaga 
auicida on bahalf of tha Amarlcan Paychological Aaaociation. If I can provlda 
tha Subcomalttaa with any additional Information, plaaaa do not haaltata to 
contact ma* 
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Senator Specter. Thank you very much, Dr. Berman. 

What do you contribute the large increase in suicides to? 

Dr. Berman. There is no one factor. Most of our research tends 
to implicate some breakdown in the nuclear family, some increased 
alienation among peers, among adolescents, and, perhaps, the cut- 
backs in recent years in terms of mental health resources and 
available funding through insurance. 

Senator Specter. Dr. Berman, are we sure that there is really an 
increase in suicides, or perhaps we are keeping better track of it? 

Dr. Berman. Well, undoubtedly we are keeping better track of it. 
We have a long way to go in terms of improving that. In spite of 
that, there are clear, undeniable increases in the certified rates, 
and my guess is those rates underreport suicide among adolescents 
by perhaps 50 percent. 

Senator Specter. What influence, if any, does the use of drugs 
have on suicide? There is a line where drug usage has become 
much greater in the past quarter of the century. 

Dr. Berman. We can notice parallel increases in drug use drug 
abuse, and suicide rates. And again, that is corellationnl data; it is 
not implicative of cause. We know that drugs are the No. 1 method 
of choice for those attempting suicide but not completing. We can 
much more point to the prevalence of guns as the method of choice 
in completing suicide. We know that drug abusers share a common 
pathway with suicidal people in terms of being depressed, in de- 
spair, and helpless in finding effective ways to deal with life's prob- 
lems. 

Senator Specter. You talked about impulsive and career suicide. 
What is a career suicide person? 

Dr. Berman. Well, Susan might be a good example of someone 
who, hopefully, has stopped a career of using suicidal coping strate- 
gies. She began suicide at a yourg age, and used that method 

Senator Specter. Someone who tries it a number of times over a 
period? 

Dr. Berman. Yes, repetitive use of this behavior to deal with 
problems, either to gain attention or to communicate something. 

Senator Specter. 7ou say 80 percent of those who commit sui- 
cide talked about it? 

Dr. Berman. From research studies, we estimate that from 75 to 
80 percent, yes. 

Senator Specter. If you were to give advice to parents of teen- 
agers on a way to deal with the potential problem of suicide in 
their own children, what would you tell them? 

Dr. Berman. That is a very difficult question, because oftentimes 
parents are imbedded in family problems, and they may be strug- 
gling with their own issues, and may not be in the best position to 
observe. 

I think my advice is to observe closely any changes in an adoles- 
cent's behavior, and to ask questions, well, what is going on?" 

Senator Specter. If there is some communication about suicide 
in the mind of the teenager, that is a pretty good sign, from what 
you say? 

Dr. Berman. Definitely. If the message is given, it is a myth to 
believe that we should keep our mouth shut about the subject. 
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Senator Spmctkk. And if the teenager brings up the subject of 
suicide, what advice would you give to the parent, on how to re- 
sDond' • 

Dr. Berman. Well, I would first say to sit down and talk about it, 
and give as much support, and ask questions, and do not be afraid 
to open the subject, and if the child £oes on and communicates 
some thought that he or she is thinking about suicide as a way to 
deal with his or her problems, to recommend that perhaps together 
they go seek some outside help, and talk about it. 

Senator Specter. At what stage, if you can generalize, would you 
recommend seeking outside help? 

Dr. Berman. As early as possible. . . 

Senator Specter. How about the question of a parent bringing up 
the subject of suicide? We asked that question of earlier witnesses. 

What would your sense of that be? 

Dr. Berman. I think it is an appropriate topic to bring up, again, 
if there is some stimulus. That is, if the child says something that 
suggests that 't is on his or her mind, or if there is some public 
statement about suicide, just to raise the subject in a general way 
to see where the child is at in his or her thinking. This is a taboo 

A child or adult who is feeling suicidal often feels the taboo and 
stigma, and is scared to bring it up, because the general feeling is 
"I will frighten away all these people who might care for me. 

Senator Specter. How about the problem, or the potentiality if a 
parent brings it up for planting the suggestion? 

Dr Berman. We have absolutely no data that that happens. 

Senator Specter. Well, aside from the data, what is your feeling 
for it? 

Dr. Berman. J. have never seen it to be an issue. 

Senator Specter. You do not think it is a problem, that is a 
matter that is initiate, as has been suggested by reference to other 
people, what they apparently read in the newspapers? 

Dr Berman. Suicidal adolescents oftentimes are highly suggesti- 
ble. One of the problems, perhaps, that you are address. ng is 1 the 
subject is brought out into the open, it would be like we were plant- 
ing a seed, creating an idea that they have not already thought of. 

First of all, they have thought about it, it is on their mind. 
Second of all, what we are talking about here is an opportunity to 
interact on the subject, not only to bring it up, but to talk about it. 
That is the difference between seeing a report in the newspaper, or 
on television, where there would not be any interactive response. 

Senator Specter. Where you talk about children feeling either 
expendable or responsible, could you amplify on that? What should 
parents be looking for on a feeling by trie teenager being expend- 

ab Dr Berman. Well, it is very common, at least in my clinical 
practice, and from others that I have talked to, that an adolescent 
feels responsible for the problems that the family is dealing with. 

There was a report a few weeks ago that a child of a military 
family, it was reported widely in the press, in People magazine, 
where the family had some clear financial problems, and war 
having trouble meeting their basic needs, and the child basically 
said if there were one less mouth to feed perhaps things would go 
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better. There was a clear message, that the child was feeling re- 
sponsible for solving the problem, and perhaps for even causing 
some of the problems. 

Senator Specter. Did that child attempt suicide? 

Dr. Berman. That child committed suicide. 

Senator Specter. Dr. Berman, if you had the opportunity to get 
Federal assistance, where would you like to ste it go, on this 
problem? 

Dr. Berman. If I had that opportunity, I would spend the money 
wisely on research, and on program development. And just perhaps 
integrating what we do know. 

Senator Specter. What kind of research would you undertake? 

Dr. Berman. I think there has to be good work on family sys- 
tems, that is what happens to families when one or more family 
members get in trouble. There has to be good work on how these 
messages have been communicated by adolescents who have gone 
the suicidal route, in the school system, and in the family. We are 
taking educated guesses on the basis of individual reports; nobody 
has bothered to research this. There has to be clear research on 
what might work programmatically, educationally, and preventively. 

Senator Specter. On that note, let us turn to Myra Herbert, who 
is a social work services coordinator, from Fairfax County, VA, 
school district, and I understand, Ms. Herbert, that you have a 
model program which has been developed there for the school 
system. 

Ms. Herbert. Yes. 

Senator Specter. We very much appreciate your coming, and 
look forward to your testimony. 

STATEMENT OF MYRA R. HERBERT 

Ms. Herbert. Thank you, Senator Specter. 

I am here today to discuss the Adolescent Suicidal Prevention 
Program in Fairfax County. I am also here to tell you that preven- 
tion programs work, and are where more of our money and energy 
ought to be directed. 

In September 1982 the Fairfax County School Board declared 
this program a priority, and asked that it be made a school and 
community effort. An advisory committee was convened with rep- 
resentation from the school system, the mental health centers, the 
medical association, police department, and the mental health asso- 
ciation. 

The primary goal was to give the faculty of every high school an 
awareness of the signs, and symptoms of children at risk, guide- 
lines for talking with troubled children, and channels for referring 
them to ongoing help. 

In addition, the PTA's, the Parent Teacher Associations were 
asked to organize correlated programs, and schools were requested 
to design appropriate activities for students. 

It is not a simple matter to put a mandated program into a 
school's schedule. It is impossible to take time in the working/ 
teaching day. We therefore had to present a didactic session in a 
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regularly schedu led 45-minute faculty meeting, which was really a 
constriction. 

And then following 

Senator Specter. A didactic session? 

Ms. Herbert. A didactic session. We just went in and talked 
steadily for 45 minutes. We then held an open house the next day, 
with the mental health professionals from the school system and 
from the community, and teachers dropped in on their free periods. 
They did, indeed, bring in questions, concerns, many individual re- 
ferrals, and often their own issues. 

In the 1980-81 school year there were 11 recorded teenage sui- 
cides in the county. There were actually more that occurred during 
vacations or after graduation. There were several deaths recorded 
as accidental because of the circumstances or wishes of the family. 

Senator Specter. Was that a very high incidence for a communi- 
ty of your size? 

Ms. Herbert. Very high. The real number was over <20. lne 
number dropped to five after the first year of this program, and 
fell to three last year. Staff reports that referrals from teachers 
have escalated. , 

It must be noted that the decrease is not in accordance with the 
national trend, which has risen steadily every year. This is a con- 
tinuing program, and this year we are dealing more directly with 
students, looking at the social and emotional issues of their age 
group, and the impact on education. 

We are hoping to organize a very complete awareness session for 
all administrators, and will continue with parents and teachers. 

Adolescents need a better support system than this society is pro- 
viding. In earlier generations, teens had places to turn. Extended 
family lived nearby, om r the other parent was usually available. 
There were religious affiliations, there were youth groups that 
reached large numbers. These kinds of support disappeared as 
family moved every few years, both parents began working, divorce 
rate rose, religious ties weakened, and youth groups seem to have 
gone out of fashion. ... 

As a result, kids are bringing their problems in to school. We 
often hear the argument about whether this is an appropriate area 
for involvement of schools, but it is a pointless argument. Whether 
they should or not, kids are carrying their issues into the class- 
room, and bringing them to the school personnel they know and 

trust. . i 

Schools, for many children, may also be the most constant and 
dependable thing in their lives. The difficulty is that schools are 
taking on these duties with no changes in budget, and using staff 
that is already heavily ladened with responsibility, and cannot 
cover the problems adequately. They could do a great deal more 
with proper funding and organization. 

I am not suggesting that schools take on long-term counseling, 
but much more could be done effectively with short-term crises, 
community referral, and most of all, prevention. 

I would "like to ask you to take into legislative consideration the 
proposal that more behavioral science professionals be added to the 
school rosters, either administrated by schools or community 
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mental health center* in units that operate exclusively as liaison 
with the local school system. 

There should also be consideration for more affordable mental 
health care in the community. The mental health centers have 
long waiting lists, and private care is prohibitive for many, espe- 
cially if there is no health insurance. Many group policies make ab- 
solutely no provision for outpatient mental health counseling, 
which is, in my opinion, the single largest need of adolescent 
health care. Kids need people to listen to them. 

The efforts of such organizations should not only be to offer sup- 
port and guidance to students, but to assist parents and families to 
understand the issues at stake, and to give direction in the care 
and growth of our young. 

Suicide for the young is frequently an impulsive act, and if help 
is forthcoming at the right moment, the crisis passes, often never 
to return. There is no benefit in lamenting the state of the present 
age, and longing for a past one. Life has changed, and we have 
changed, and we must adjust. If we do not, we are placing our chil- 
dren at ever increasing risk, and will see more of them escaping 
from a life they find intolerable. 

Thank you. 

[The prepared statement of Ms. Herbert follows:] 
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Prepared Statement of Myra R. Herbert 

ADDRESSING THE ISSUE OF TEENAGE SUICIDE IN A PUBLIC SCHOOL SYSTEM 

Pair fax County, Virginia ia a four hundred aqua r a mil* araa outaida of 
metropolitan Washington, D. C. It ia largely affluent and middle-claaa with 
a median family income of $47,600 and a per capita income of $14,731 in 1983, 
but containa a variety of socio-economic and ethnic groupa. In 1983, there 
waa a minority population of 14,6 percent. Approximately 7 percent of that 
ia black and the remainder Southeaat Aaian, Hiepenic, and other amaller 
racial and cultural groupa. In one high echool, there are 60 different 
languages spoken. 

The Fairfax County achool ayatem ia the eighth largest In the United 
States. In 1984, there are 123,794 atudenta enrolled in 162 achoola, Forty- 
aix of thoaa achoola are intermediate and high achoola, aome of which have 
populations of four and five thpuaand children. It ia the population of 
these schools st which the suicide prevention program ia aimed. 

In the 1980-81 achool yaar, there ware eleven recorded adoleacent 
deatha by auicida in Fairfax County. If muat be under atood that theae were 
atudanta anrollsd who took their lives during the school year^ There were 
s number of other desths thst occurred during vscstions or immediately sfter 
graduation, or that were queationable enough to be recorded ea accidentel 
either becauae of the circumatancea or becauae of the wiahea of the fe*,ily. 
The actual total waa well over twenty, perhaps higher. 

In the 1982-83 achool yaar, in reaponae the Fairfax County School Board 
elected to make a auicida prevention program a priority and requeatad that 
the effort be organised to make it a cooperative achool and community program. 
The Department of Student Servicea and Special Education, an umbrella 
department that encompaaaea a wide range of related aervicea, npidly 
organised • achool /community aduitc -y committee with repreaentation from the 
achool ayatem, the community mental health centera, the medical aaaociatioi,, 
the mental health eaaociation, and the police department, Thia committee 
served not only a a en adviaory committee, but took part in the implementa- 
tion of the progrsm, orgsnising speakers, end contributing expertise. 

It wss dscided thst the program should reach three groupat taachera, 
parenta, and the atudenta themselves. Every high achool and intermediate 
achool faculty waa to have en inaervice program that would eddreaa depression 
snd suicide in children. Psrent Tescher Associstions would be asked to 
organize correlsted progrsm*; during the same period and ell achoola were 
aakad to provide Information '.,.a eaaiaUnce to atudenta, Thia waa extended 
over a two-year period, 1982*83 Zo£ high achoola and 1963-84 for intermediate 
achoola. 
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It la not a email Mtttr v organise a program within the confinea of 
the achool day. Schoola .re of tan criticized by out. id. agencies for not 
responding an ma 3 so to what: nuy be viewed by some aa a crucial need. If 
teacher, were mandated to an aasembly for a substantial period of time, often 
the suggestion, the classrooms would be unattended, and the noeda of the 
curriculum would go uruaet. Teachera muat cover a apecified .mount of 
material in a apecified number' of hour. «nd .re held accountable for that 
coverage. There la the «dded a.pect that in a county thia large, .11 parenta 
do not aee all ieaues a. equally important and can be vocal and critical of 
the school ayatem for uaing time for other than academic eubjecta. 

He therefore decided on a format that, while not ideal, «could net 
provoke negative reaction. A i-gular forty-five minute faculty meeting waa 
designated as a workshop on adoleacent auicide. Thia waa designed to be a 
didactic aeasion constructed to heighten the .w.reneaa of teachera and provide 
guidelines for talking to atudenta and referring problema to the proper 
resources within and without the achool. The following day, an all-day open 
houae was to be held in a comfortable conference room where coffee waa 
available. Teachera were invited to drop in during their free perioda to talk 
with the achool social worker, the achool paychologiet, a guidance counaelor, 
often the apeaker from the previoua day, and community mental health profea- 
aionala as they were available. Theae profeaaionala etationed themaelvea in 
achoola all day. Thia proved to be a very effective method of communicating. 
Many teachera aaked queationa they would have heaitated to aak in a larger 
-ore formal group, many brought m thoir own iaaue., and a great number 
referred children they had been worried about for aome time but had not 
identified aa having a apecific problem. 

Guldelinea were developed for the material that ahould be covered by 
any apeaker to any of the groupa, the aigna and symptoms of depreaaion and 
auicidal ideation which children are apt to exhibit. It wae atreaaed that 
a single factor ia uaually not aignificant, but cluatera of factora are. 
(See Attachment A.) Every faculty member in the county wae also given a 
Public Affaire pamphlet that served aa a ready reference. (Seo Attachment B.J 

Community cooperation waa excellent. Agencies and private practitionera 
gave generously of their time both to the achoola and to the parent groupa. 
The Diviaion Superintendent gave the program full aupport and all achoola 
held faculty programa. (see Attachment C.) At leaat three-quartera of the 
Parent Teacher Associationa did the aame. Student program, were not so 
widely successful. The adminie^ atora of many achoola were cautious about 
doing something labelled "auicide" with atudenta, many operating under the 
misguided notion thaf diacuaaing the aubject encourage, the thought. Only 
one high school did a program that reached the entire student body. In 
working with atudenta, however, one quickly realise, that they discuss the 
subject freely among themaelve/ and have very little discomfort with it. 
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we therefore began to look at alternative methods of reaching students 
by a somewhat different route and reexamined those issues sort mentioned as 
the causes of stress and unhappinesa .In adolescents. During 1983-84, we 
began to do organised programs on social and emotional issues with students. 
These took *he form of doing in a particular high school about six hours of 
group work with functioning students known either by the guidance counselors 
or by friends to have "a problem** of some kind. Many had multiple issuee 
but isolated one as the one to be addressed. These students \hen presented 
a panel for the entire student body, parents, and teachers at an evening 
session. They have offered their experiences with a particular issue and 
their methods of coping. Needless to say, this has been both successful 
and rewarding. Adolescent 4 ! are extremely self-absorbed and tend to think 
their situations are unique. This program too has been followed by an 
open house the following day, and students never identified as "troubled" 
have shown up to discuss problems they previously thought were theirs alone. 
They hear the experiences and listen to the advice of their peers much belter 
than they hear adults. 

He are expanding this effort during the 1984-85 school year and hope to 
reach every high school. Me have made a video tape of one of these panels. 
It is about thirty-minutes long and well worth the tin* it takes to view. 
Young people are open, honest, and spontaneous, and have proved very glad to 
have someone listening to them. 

There is nothing more difficult to evaluate than a prevention program. 
There were, however, five deaths in the first year of the program and only 
three last year. This is again only the period during which school was in 
session. There were, however, also fewer deaths during holiday periods. 
Coincidence perhaps, but that is in inverse proportion to the national 
statistics. Mental health and guidance personnel in the schools report 
that the referral of students to their offices has risen significantly, and 
that faculties and administrators display an increased sophistication in 
identifying troubled situations, we have good reason to believe the program 
has had a positive Impact and should be considered in other school districts 
over the nation. 



When I began on a suicide prevention program for the Fairfax County 
Public Schools, I reviewed the deaths that had occurred in the 1980-81 
school year, the year before I joined the system. I searched school records 
and interviewed school personnel who had known the students. Though some of 
the findings were probably sociologically peculiar to Fairfax County, much 
of what I learned corroborated only some of what is thought to be true about 
su>cidal young people. I have continued, with the help of the police depart- 
ment, who have used a survivor interview format I requested, to trv to 
develop profiles of students at risk. The format is not intrusive and does 
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not ask any questions the police would not usually ask; it aimply insures 
that tha important irws ara covered. This was not harB rasaarch and tha 
entire group numbers approximately thirty students. Thara was mora informa- 
tion available on soma than on nthars Trom tha combination of these things, 
I have found tha following; 

• Only ona student over tha three-year pariod was known to hava any diffi- 
cult*/ with tha law and that was minor. 

• Thare wsra mora malas than famalas. 

a Most of tte miles usad guna, but ao did a significant number of tha 
females. vl ic)» is contrary to popular belief. In most cases, the guno 
were in the I r>me and belonged to the iimtediate family. 

a About five of the students were reported by fa.„ily or friends to have 
been depressed. 

s Three of i he entire group had had or ware presently receiving psychiatric 
therapy ot some form of mental health counseling. 

a If there uert histories of physical or --exual abuse, none emerged. 

a Several of the students had run away--sostt several times. 

a Exposurs to pornography did not appear to be an issue, but at least three 
deaths were auto-erotic hangings. One student waa found with a copy of 
a popular magazine describing such an action. Tt must ba added, however, 
that in each of these caa-s, tha studenta were reported to ba having 
difficulties of other kindk, either academically or with families. 

a Tamily problems of some kind figured in almost all situations, although 
thaae varied greatly. About half the group had experienced parental 
divorce. Many of the others had conflict issues with ona or the other 
parent and four instances of suicide occurred after a family argument. 

a Of the entire group, only two students were known to have been substance 
abusers and only one a serious abuser. I am often distressed by the link 
made between suicide and substance abuse in an almost automatic manner. 
Young people often use substances to escape or to self-nwjdicate, but 
their problems are frequently evident long before drug use begins. That 
fact is sometimes explained away as though substance abusing is the begin- 
ning and the end. They are all escaping, by longer or shorter routes, 
something they are finding unbearable. 

e Of the entire group, there was not an individual who was not touched by 
academic issues, and on this I would like to expand. It is the students 
on either end ot the academic spertrum who seem to have the most difficulty. 

Six students ware clearly what wa deem "overachievers, M students with 
academic ability but who punh themselves to a limit thai is sometimes 
unhealthy. At th« ot.ier and of the spectrum are the underachiavers, and 

>rticularly those labeled as "learning-disabled." Underachievement is 
thn single la rgest common factor 1 found in the entire group and most of 
those had h learning-disabled (uD) label. In an upwardly mobile, 
ambition*, college-bound student body, thene are thn childven who drift 
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to the bottom, who experience a very real sense of futility and to whom 
we are not paying enough attention. 

We have not obaerved an identifiable clustering phenomenon, although 
X can understand the adolescent predilection for that kind of behavior. 
Me did have three auicidea in one achool over a two-semester period. 
Theaa vera atudenta who knaw one another vaguely but were not good 
frienda. Perhaps more importantly, all three were learning-disabled. 

This has been a summary of the identified auicide population in Fairfax 
and the factora that appeared to be relevant. I must emphasise once again 
that this waa not a atudy . * an organized piece of investigation; it >:aa 
done informally to give guidance in the construction of the prevention 
program. Students have continued to define their issues for us. 

from my yt^rs of clinical practice with this age group and from the 
student groups held over the paet year, there are numerous factora which 
emerge as important and ahould be given attention. 

e Academics and academic preaaure play a large part in young lives. The 
ccist of college is overwhelming for many families and competition for 
scholar ships is intense. Many students have jobs aa well and know that 
colleges and univeraities place an importance on extracurricular activities. 

e Evan the bright are puahed to the limit either by theii own expectations 
or those of their familiea. Parental expectations, particularly unrealis- 
tic ones, play a large part in student stress. 

e for those wh^ ara not bright or who clearly have learning difficulties, 
life appears bleak. In a world where those with college educations are 
not finding jobs, thoae who may juat graduate from high achool do not pee 
great hope. 

e Learning disability creates terrible frustration and students are often 
given unkind labels, such as dumb or stupid. He are not as a nation 
spendinr enough money researching the process of learning. 

e A death >f a parent or that of a cloae friend la a painful loss for an 
adolesc/.it and can change •the course of life. 

e Being in a minority is often painful and lor.jly. 

e An alcoholic parent ia a damaging burden for an adolescent. 

e Having a mentally or physically ill parent will often render a child 
troubled and depressed for much of his or her own life. 

e The American emphasis on sports and sports achievement can leave many 

young people feeling inadequate because they cannot perform in this aphere. 

e Divorce is not good for chi ren. It is a aearing, devastating experience 
for most children, and there is a necessity to handle it with much more 
care and concern than is often being exercised. Parents need more 
education. 

e Living in combined familiea is not a atory-book experience. It is frought 
with peril an<t families need far more guidance than they are being given. 
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• Having two working parent* piovn to be a factor, particularly if a child 
ia laft alone a great deal or in charge of siblings. Wot only ia parental 
attention sometimes wanting, but studies on adults who have had this 
experience are beginning to show that it may leave an Individual with 
unspecified fears, paranoid thinking, and a lack of social skills. Good 
care substitute plans deserve more consideration . 

e Adjusting to a new socioty is aomet imes mystifying to both children and 
their families, partlc-ul "ly when they are from a non-Western culture. 
Students get caught between parental behavioral dictates and the normal 
adolescent desire to emulate peers. 

e Mobility and the transiency of our national population is often creating 
failure and misery fo- our young people. In rairfnx County, we have a 
large uovernmcnta 1 population, foreign service and State Department 
families, military families, and large corporation executives who seem 
to move every two or three years. In addition, one of the perils of 
affluence is the need to move to a larger, nicer house. Divorce also 
often means a location change. Soi* of our schools empty and refill by 
as much as SO percent every year. Admittedly that is not typical of the 
national picture, but it is not atypical eithT of many urban areas. 
Children report moving as much as nine times in fourteen yeara. There 
are two dangers In this; one ia that student j are constantly changing 
school programs and, particularly if academics do not come easily, they 
give up somewhere along the way. The aecond is that they loae their 
friends and this is particularly difficult after the age of twelve. 
Coming into a new school can be a nightmare for many, and families often 
report severe behavioral changes. 

t 

When one begins to real'se that many of ouz teenagers are experiencing 
several of these factors at the same time, the strains upon them become 
evident. We must as a society look at what we are doing to our children. 

PROPOSED SOLU TIONS 

Adolescents need a firmer support syjtem than they are being offered in 
this society. In the age when families remained intact and stayed in one 
place the extci./led family, the grandparents, aunts and uncleu, cousins and 
siblings often performed that function. That was also an age when even 
small- towno had organized youth groupn and most families !iad chuich affilia- 
tions. Mothers remained at home and fathers did not travel greatly. Most 
of that kiml of support system is gone for most of our young, and we have 
of feted n«i »Di**tt itutcs. 

1 bolicve th,it public schools are filling much of that gap. Ther< is 
little point In arguing that they should not be; children are bringing their 
problems into the clas»room and it is often proving impossible to educate 
rhpm until simr the obtt.u len are removed. Public schools, however, are 
filling the gap with inadequate preparation, personnel, or budget. 
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Hrofesaional ataff assigned to tha achoola could do much to allay tha 
problems of childran and to aducata F-*r«nta. Many achoola hava mentsl 
health personnel on ataff now, but theae people are abaorbad with the huge 
taaks of meeting tha requirement of public Law 94-142. And while they have 
skills, they do not have the time to use tham and achool budgeta ere etretchad 
to the limit. I am not for an inetant advocating that that law ba in any way 
changed, but rather that further paraonnel be added, and additional federal 
funds be appropriated for that purpoae. 



I would alao advocate that euch ataff be administrated by tha achool 
ayatem rather than by cosmiunity mental haalth systems. There ere demande 
end requirements upon echool eyatema that exterior agenciea do not eeam to 
eaaily comprehend. Appropriationa ahould be made, however, clearly for this 
kind of aupplemental program and peraonnel hired should be trained in the 
erea of behavioral acience and not education. 

The alternative ie to create a echool liaison department in the com- 
munity mental health centere that amployamental health profeeaionala trained 
in the worklnga of an educational ayatem and that developeapec '.aliied com- 
munication with the local achool eyatema. 

In either caee, auch a service muat b« further supported by more afford- 
able mental heal\h care in the community, the achool service can function 
as e ehort-tarm triaia agency during the achool year, but many children and 
families need longer term aeeiatance. At present, there la often no where 
to send >em, particularly if they do not have health ina'jrance. The aganciee 
with adjustable fee acalae have long waiting liete and the coat of private 
practitionera ie prohibitive for many. If help la not offered at the time 
of immedlete need, the trouble ie often closed over again until it arupta 
at another time or in another form. 

The efforta of such organisation ahould not only be to offer eupport 
and guidance to students but to sssist parenta and familiea to underatand 
the ieauea at atake and give direction in the cere end growth .of our young. 
Suicide for the young ia frequently an impulsive ac*. and if help la forth- 
coh.i.g at the right moment, the criaia passes, oftin not to return. 

There is no benefit in lamenting tha state of the preaent age and 
longing for a past one. Life has changed, and *te muet adjuat. If we do 
not, we ere placing our childran at ever-incraaeing riak, and we will aee 
more of them eacaping from a life they find intolerable. 
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Senator Specter. 'Chunk you very much, Ms. Herbert. 

You say the suicide rate went down from 25 to 3 over a 8-year 
span Do you know what would be an expected or average rate of 
suicides for a community your size? 

Ms. Herbert. I do not. I do not know. 

We have a very large student body that numbers over 123,000. 
Tnat includes elementary school children. 

Senator Sphctrr. I am just wondering if you are under three, or 
if you are statistically, average three? 

Dr. Berman, would you have any idea? 

Dr. Berman. Approximately 100,000 children, you might expect 
to have somewhere between 3 or 4 completed suicides per year. 

Senator Specter. Well, perhaps if you have two or three, it is 
perhaps not a statistic that you can gauge very accurately. 

How expensive has it been for /our school district to put this pro- 
gram into effect? 

Ms. Herbert. Not as expensive as it might be, because we have 
gotten a lot of voluntary help from the community. Mental health 
professionals including private practitioners, have given time 

Senator Specter. Volunteered their services? 

Ms. Herbert. Volunteered. 

Senator Specter. Ms. Herbert, if you were to give advice to a 
parent about what to look for, how to prevent potential suicide in a 
teenage child, what would you say? 

Ms. Herbert. The first thing I would say is stay in touch with 
your kids, from the time they are small, if you possibly can. Listen 
to what they tell you, and listen quietly— I have a 16-year-old of 
my own, and 1 find that sometimes I really must steel myself to 
listen, and not react. It is better, however, to know what is going 
on with them, and have them talk to you openly, than to run from 
the subject or shut it off. I think that is the single most important 
thing that parents can do. 

Senator Specter. So the most fundamental advice is to communi- 
cate? 

Ms. Herbert. And to hear. 

Senator Specter. How about the subject of suicide itself? 

Dr. Berman and others testified that when it is mentioned, it is a 
sign of a real problem. Do you agree with that? 

Ms. Herbert. Well, I work frequently with large groups of stu- 
dents, and it is my experience that they talk about it quite easily 
among themselves, and with adults, with very little of the kinds of 
reaction that we have as adults. I think for us it is very shocking, 
and it makes us feel guilty and responsible, and we wonder what 
we have done wrong, hut kids do not experience that. 

They do talk openly, and many have at least considered it at 
some point ,n their lives, as most of us have. 

Senator Specter. Do you think most teenagers think about sui- 
cide at some time? 

Ms. Herbert. I think that everybody— probably everybody in this 
room has at least thought about it once, and I think children are 
the same way. 

Senator Specter. Do you think everybody has thought about sui- 
cide at least once? 
Ms. Herbert. I think so. 
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Senator Specter. How about the subject of the parents bringing 
up the matter of suicide, do you think that would be suggestive, 
and harmful, or do you think it is on balance a good thing to do? 

Ms. Herbert. 1 think it depends on the context in which you do 
it. If there is a program about suicide, or something on the media, 
something relevant, or something in the newspaper, to bring it up 
is not a bad thing. 

Senator Specter. Do you think if there is some excuse to bring it 
up, it is a useful thing to do? 

Ms. Herbert. I am sorry, I did not hear that. 

Senator Specter. Some excuse, look for a way to bring it up, a 
parent sees 

Ms. Herbert. If you are worried about your child, sure. 

Senator Specter. A person sees Mrs. Herbert on the television 
talking about it, that is an occasion to say, hey, that is a subject we 
ought to talk about? 

Ms. Herbfrt. Well, I would say "this is apparently a very well 
publicized subject right now, but what do you think about it? What 
is going on with your friends?" 

Senator Specter. Give an example. You are an expert in the 
field. 

If a parent wanted to find occasion to bring this subject up, what 
would be an appropriate opening, and how would you suggest that 
a parent raise the subject? 

Ms. Herbert. I would say, simply, " There has been a lot of 
media attention to suicide lately, in adolescents. It seems to be a 
growing national problem. What do you think about it? What do 
your friends think?" Or you might take some film, like "Ordinary 
People," which got a great deal of publicity not too long ago, and 
which I think many of the kids went to see, and discuss it with 
your child. 

There are opportunities to bring up most subjects quite easily 
with kids, if you do indeed talk with your children, and communi- 
cate with them. 

Senator Specter. Do you think it would be wise to look for such 
an opportunity to discuss the subject of suicide? 

Ms. Herbert. I think if you art concerned about a child being 
depressed, or having a combination of difficulties, if there is some 
reason to do it, by all means. 

Senator Specter. What is your sense as to drugs as a causative 
factor of teenage suicide, Ms. Herbert? 

Ms. Herbert. 1 have rather strong feelings about that, some of 
which I think have been echoed here today. I think that too many 
people make a very direct association between suicide and drugs. 
They write off the suicide because the kid was on drugs. 

My feeling about it is that kids go on drugs to self-medicate, or to 
escape in some way, and the signs of their problems are there long 
before they start drug taking, and that is where we ought to start 
looking. 

Senator Specter. How about the subject of sexual abuse, do you 
think that is a causative factor, a significant causative factor of 
teenage suicide? 

Ms. Herbert. I have not found it so. My feeling abr ut sexual 
abuse is that in women it leads to difficulty with sex relations in 
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adult life, and for men thoy often become sexual abusers them- 
selves. But I have seen only a single direct association. 

Senator Specter. To what extent would you like to see the Feder- 
al Government involved in this problem? 

Ms. Herbert. Well, I would like to see flow-through money of 
some kind, if that were possible. 

Senator Specter. What would you suggest, by way of a Federal 
program, if you were to fashion one, have some help on the pro- 
gram? 

Ms. Herbert. 1 think that the most useful thing, would be the 
kind of thing I outlined, where either mental health appropriation 
was made directly to public schools, I suppose funded through 
States, or directly to community mental health programs, which 
then worked very closely with schools, with unite specifically as- 
signed to this kind of activity with the school program. 

Senator Specter. Well, that is very helpful. 

Thank you very much, District Attorney Ownby, thank you, Ms. 
Herbert and thank you, Dr. Berman. 

We will pursue this subject, and pay close attention to your rec- 
ommendations. 

[Whereupon, at 11:34 a.m., the subcommittee adjourned, subject 
to the call of the Chair.] 
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Octobor 29, 19&4 



jenate Jubconmitteo an Juvenile Justios 
Jenat* iUrt building 
doom IU5 

rfeshington, 0. 20510 
Dear sirs: 

I would like to off ar my riew* on ths oausee of teenage suioide, whioh I understand 
was the subject of reoent hearing* and therefor * subject of our rent interest to the 
Suboommitttee. I am sorry for my daisy in writing this letter, and I hop* it 1* in 
time for your o am ideation, rou may include it in your hiring reoord if you with 
although I mUu this is unlikely. 

Although teenage suioide if nothing new and there are probably as vera 1 factors 
inrolvad in taanaga suioidee, X think a significant faotor now is that thort imm to 
soa* teenagers to ba no aaoapa from a society that is becoming Increasingly ooapetitive, 
fesUpeoed, oomplsx, materialiatio, polluted, siok, morally weak, self-dee truotive, and 
unabla to oontrol Its economy and taohnology, or from the pressures from tha family and 
sooisty to oompete snd "suooeed M in this sooisty. This realisation by tha teenager 
say ba oonsolous or unoonsoious . Although we say think thay ars not seeing reality, 
perhaps thay saa a raality that wa ara not willing to see. Tha I960' a vara a tins of 
idealism and hops that ids* lis* will work, and .social protest was axprassad in 
oolorful, beautiful, lifs-affirming bippie-like stylss* but tha 1980's ars a time of 
sslf-intereet and littls hops that idealism will work, with sooial pro tost *xpr*sr*d 
in blaak, oolorleas, ugly, daathly punk-lika styles* I askad a vary punk-sty Is 
dressed fallow what his philosophy of lifs was, and ha said "stick it up your ear." 
I told him my philosophy was to try to make tha world a bat tar plaoe, and hs said 
"rfhat I do won't make any difference," And maybe he 'a right, but I'm not willing to 
adult that. 

Children have nuclear nightmares; a large para ant of t a ana gar i expect nuclear 
war within 10 years; studant* In ona high sohool raquast suioids pills to ba 
avaiXabla in oass of nuolaar war. Wa lira in a sooisty haadad toward suMen death 
by nuolaar war or slow dsath by pollution and <' ^truotion of ths ecosystem, snd 
simultaneous slow daath of our moral strsngth, our sooial fabric, our idaals, and 
our spirit. It ssams that oompatition, tamptation and aenaory stimulation ocnt-ol 
us, and that thara is no aaoapa. This probably seems lika a living daath indaad 
to tha sensitive and idaalistio site of many teenagers* Thy suioidas of taanagars 
may ba but s barbing sr of tha suioids of our sooisty and pepaps all of humanity that 
thraatans us. 

Ths way out of our problems is for oo operation to predominate over oompatition 
through a massive oiiangs in our aoonomio system and way of lifs, a grassroots changs by us 
as oitliens, oonsumars and investors, hopefully led by or at least with ths 
oooperation of government and tha economically powerful, i> order to avoid a class 
struggls or social hreUcdown. Eaonosdrj demooraoy, iaoantra^itation of economic power 
and responsibility, self -oontrol over our soon 0^7 , cr technology ,4 ours si ves as a 
society, and sods simplification of lifestyle, are nsoeasary. Cooperative business 
must pUy a lar ( :s role, and by this I mean cooperatives and a strong system of 
000 pa rati ves. rationalism, capitalism and the free market will not save us. only 
oooperation oan *ave us, so we must learn to 00 opera be . Not Just the United States, 
but other nations as well. A irioa must provids moral leadership. Voluntary 
oooperation can be the rec one ilia tory meeting ground, the synthesis, between Aoerioan 
capitalism d Jovist oommunism, so that both nations can eaoh ooase its kind of 
aggresoiveu If oooperation can only oome in the faoe of a uomnon enemy, then both 
nations must see that our ootoon enemy is the possible a elf-d as truot ion of humanity* 



sincerely, 




Andrew C. Teter 
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Adolescent Suicide and the Classroom Teacher 

Patrick C McKenry 
Carl L. Tlihler 
Karen L. Chrittman 



ABSTRACT 

Adolescent suicide is a phenomenon of epidemic 
proportions, constituting the third feeding cause of 
death in this uge group Various theorits of suicide 
are reviewed and the attention to family variables 
discussed These theor' ;al models indicate the multi- 
disciplinary nature of the problem — that is, that 
adolescent suicide requires a medical, psychological, 
social and educational approach to the problem. Since 
school plays a major role in the lives of adolescents, it 
offers an avenue of approach to adolescent suicide. A 
list of behavioral changes indicative of emotional 
distress is provided for teachers for use in identification 
and referral Teachers should also serve an educational 
function. Discussion of suicide dispels myths and 
modifies the likelihood of an attempt. Several 
suggestions concerning how school personnel may 
intervene are provided, 

INTRODUCTION 

Adolescent suicide ind suicide attempts constitute 1 
major social ind medical problem today. AJmost 5,000 
adolescents and young adults committed suicide in 1977 
— an average of 13 a day. The present adolescent 
suicide rate has doubled in the last decade and tripled in 
the lasi 20 years while the nation's overall suicide rate 
his not varied much in the past half-century. Suicide is 
presently the third leading cause of death among 
adolescents; only accidents and homicides account for 
more deaths. 1 1 

Statistics tend to underestimate the extent of the 
problem. Because of religious taboos, the limitations of 
insurance policies and the social stigma associated with 
suicide, it has been estimated that as much as 50^fc of 
suicidal behavior in young persons is disguised or not 
reported " Furthermore, for every successfully 
completed suicide by a young person, there are many 
more attempts — perhaps as many as 50-150 for each 
one successfully completed.* 4 

THEORIES OF SUICIDE 

Much controversy surrounds the etiology of suicide, 
particularly suicide among the young. Although there is 
much clinical information on suicidal attempts by 
children and adolescents, there have been very few 
controlled empirical studies of these attempts. No single 
theory sufficiently explains the etiology of suicide in 
adolescents, and research to date has produced 
conflicting results ' 1 
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One of the basic theories of the dynamics of suicide 
behavior was first formulated by Freud. 1 Applying the 
psychodynamic theoty to adolescence, the suicidal 
adolescent is depicted as having experienced loss of 
love, deprivation and rejection in relation to important 
persons in his/her life. As a result, the adolescent 
develops feelings of anger and resentment toward these 
depriving persons for denying him/her affection and 
nurturance. These aggressive impulses toward those 
who are aJso love objects cause the adolescent to 
experience guilt and thereby increases his/her feelings of 
"badness." The adolescent's need to assuage these guilt 
feelings then results in self -destructive attitudes and 
behaviors. 1011 

Developmental psychologists emphasize the stresses 
that accompany a particular stage of the life cycle. 
Adolescence is viewed as a time of great change, crisis 
and pressure with a tendency for impulsive overreaction 
to stressful situations. The precipitating event leading to 
suicide is seen by developmentalists as the culmination 
of a longstanding sense of entrapment and rage. The 
precipitating problems leading to a suicide attempt 
usually begin in the adolescent's environment and en* 
compass such things as moving, changing schools, 
breaking up w ; »h a boyfriend or girlfriend, death of a 
parent or caretaker, parents' divorce or alcoholism in a 
family member A 11 

Cognitive theorists stress the importance of con- 
sidering what the adolescent means when he con- 
siders his/her own death. Tf adolescent sometimes has 
a sense o\ personal immortality because death appears 
so remote. For these adolescents, death is not final, but 
rather a reversible process. Such a peripective is thought 
to be the result not only of incomplete intellectual 
development, but also cultural attitudes and the 
influence of th media which support the notion of the 
unreality of u.*th. In some suicide attempts, this 
irrational thinking is reflected in the at tempter* i hope to 
join a lost loved one, to make an important figure love 
him ot to represent, symbolically, a rebirth after 
death. 4 

Durkheim is foremost among those who take a 
sociological view of suicide — that is, the result of 
anomie-withdrawal, resulting in a loss of social contact 
and a sense of isolation from the rest of society. Such 
factors as family conflict and environmental changes 
characterize this phenomenon of anomie." 

Regardless of any particular theoretical orientation, 
much attention has been focused on family variables 
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related (o depiessise and suicidal behavioi in 
adolescents A review of research findings indicates a 
relationship between adolescent suicide and a famil> 
background of maital instability, economic stress, 
disruption of residence and long and bitter parent-child 
conflict Such family factors are thought to result in the 
adolescent feeling rejected, unloved and unworthy 14,1 
Several researchers have noted the frequency of 
depression, recent death and suicide in the family 
histories of depressed and suicidal adolescents. This 
death trend in the family histories of suicidal 
adolescents mas indicate emotional deprivation as a 
result of the loss as well as an identification wirh the 
deceased and or modeling of their means of dealing 
with »tress " • 

While these iheories and research findings pertaining 
to adolescent suicide ma> appear somewhat contra- 
dictory. Smith" contends that they all agree on one 
point — thai the individual's actions result from forces 
over which he has hide or no control In addition, 
certain precipitating events which can be monitored are 
common to all theoretical orientations These 
theoreikal model* of adolescent suiude indicate (hat the 
problem is a imillidisciphnury one that must be attacked 
on all fr«jm\ - medical, psychological, social and 
educational 

ROM. Of THE C LASSROOM TEACHER 

The role of the cla.sroom teacher is inevitably inter 
twined in the lives of adolescents and their families as a 
result of the importance of the school in the normal 
matuiational process The school is the natural 
extension of the family in the student's development It 
is important that school personnel resist the notion that 
school life and home life are separate systems Often 
teachers are the confidants of students who are under 
stress, sometimes they are the first outside the family to 
know of a problem, either by rumor, direct contact with 
the student or by an observed behavioral change in the 
student Suicides rarely occur without warning, and 
teachers should be aware of both direct and indirect 
distress signals Numerous behavioral changes have 
been associated with adolescent depression and 
suicide 1 ' " Ihese should be observed for possible 
referral to the school counselor or psychologist, 
particularly if several are present The teacher, however, 
should noi over react Not all adolescents who have 
these behavioral changes become suicidal, however, the 
majority of adolescents who have attempted suicide 
have evidenced such changes in behavior. These 
behavioral changes or cues include the following 

— a drastic change in the student's personal ap- 
pearance, particularly from good to bad. 

— somatic complaints — muscle aches and pains, 
stomachaches, backaches, headaches, diarrhea; 

— inability to concentrate and problems in 
judgement and memory; 

— a dramatic shift in the quality of school work, 

— changes in dails behavior and living patterns, such 
as Mtreme fatigue, boredom, stammering and or 
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decreased appetite; 

— social behavior changes including behavioral dis- 
orders in class, falling asleep in class, emotional out- 
bursts possibly compounded with crying or laughter, in* 
ability to sit still, sudden bursts of energy followed by 
lethargy and excessive use of alcohol and drugs; 

— open signs of mental illness, such as delusions And 
hallucinations; 

— a sense of overwhelming guilt and shame; 

— loss of friends 

It is also important for teachers to note that, in addi- 
tion to the many personal crises that affect adolescents, 
some of the major life crises that occur in adults may 
drastically affect the psychological, familial and 
adaptive spheres of adolescent life. Situations that 
might seem relatively unimportant to the teacher could 
be very painful to the adolescent. The following might 
be a helpful checklist of life crises for teachers in 
referring a student to a school counselor or 
psychologist, particularly if they are accompanied by 
the aforementioned behavioral changes: (Again, 
teachers should be aware that the presence of these 
crises, even along with the behavioral changes, does not 
necessarily imply suicidal behavior.) 4 10,1 

— the death of a family member, close friend or 
relative; 

— the divorce or separation of parents, siblings or 
relatives; 

— personal problems with the law or a family 
member who is having present difficulty with the law; 

— personal injury or ch' >nic illness of the adolescent 
or close family member or .riend; 

— the marriage of a sibling or remarriage of a 
parent; 

— being fned from a job or a parent being fired from 
a job; 

— the retirement of a parent; 

— a drastic change in health of a close family 
member or friend; 

— the adolescent's own pregnancy , abortion or birth 
of a baby and/or that of a sibling or parent; 

— a drastic change either for the better or worse in 
the family financial status which would include business 
failures, successes and foreclosures; 

— a sibling leaving home for college, camp; 

— outstanding or poor personal achievement by the 
adolescent; 

— a mother beginning or stopping a work career; 

— the beginning or ending of school; 

— a change in residence; 

— the adolescent having trouble with a teacher or 
teachers or a parent having trouble with his/her own 
boss at work; 

— vacations, holidays and the first week of spring 
are often stressful times in the adolescent's life, the 
anniversary of a parent's divorce and/or birthdate; 

— the death of a pet. 

One of the most important psychological crises of 
which teachers are often aware is boy-girl relationship 
problems Breaking up with one's boyfriend or girl- 
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fritnd, even tftcr dating only two or three weeks, can 
often precipitate tcute depression on the part of the 
adolescent. Younger adolescents often form interne, 
sometime* fantasized relationships with members of the 
opposite sex. The disruption of these relationships can 
be very stressful. If the adolescent has other 
psychological difficulties at the same time, the breakup 
can be extremely upsetting. 

Studies of adolescent luidde attempters indicate that 
school adjustment is often one of the major 
precipitating factors. School performance was almost 
uniformly poor in these samples. Poor grades, truancy 
and discipline problems have been found to characterize 
some of these adolescents. It is interesting to note that a 
disproportionate number of suicides occur in the spring 
and fall when school problems are often paramount. * 
Thus, the classroom teacher is witness to many major 
Indicators of student distress. But the teacher serves thr 
educational function here as well. Prank and op 
discussion of suicide with students is a significant aspect 
of death education and should help dispel myths 
surrounding suicide. Discussing suicide *U1 not make 
depressed students more inclined toward auicide; 
typically, they arc emotionally relieved. 
Communication actually helps to modify Use likelihood 
of an attempt.*" However, teachers should be aware 
that suicide is an extremely difficult subject to discuss. 
Although it must not he ignored, some students may 
respond as non-caring, inattentive and/or giddy as a 
result of the ar*iety raised by the subject matter. 
Student assemblies could also be an appropriate forum 
for education about suicide, Speakers in the areas of 
child and family development, clinical psychology, 
health and medicine could provide a thorough overview 
of the problem. 

Beside the classroom teacher's primary rote of refer* 
ral and education in regard to suicide, the teacher 
should be expected to work with Uk counselor or school 
psychologist when appropriate." The teacher can 
provide a great deal of information as a result of daily 
observations and interaction with the adolescent. The 
teacher must take all suicide thr ati seriously. 
Frequently thorc who threaten suicide do follow 
through; they're not just "crying wolf.* 1 Marks and 
Haller found little difference between those who 
threatened suicide and those who actually attert pted it, 7 
The teacher, however, must avoid the tendency to be a 
counselor to either student or parent. The teacher can 
make parents aware of any problems and acquaint them 
with appropriate soirees of referral. 

With additional training, teachers could possibly play 
a more active rose in suicide prevention, Workshops 
could be undertaken to acquaint teachers with the 
theory and study of suicide, ie, sources of emotional 
and interpersonal disturbances. Teachers also could 
learn about community resources and technique) of 
referral. Along with this theoretical training, teachers 
might participate actively in a suicide prevention center 
or crisis M hotline" after special clinical training. While 
not all teachers have the interest, time or skills to 
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become actively involved with this problem, it is impor- 
tant that teachers in all tiscipltnes be cognisant of the 
life stresses and behavioral changes in their students and 
not pass these events o'f as unimportant or leu impor- 
tant than the subject matter they are teaching, 
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California Senate Kill No. 947 
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An act to add and repeal Chapter 3 (commencing with Section 
1 02(H)) of P;irt 7 ol the Kduralion Code, relating. to schools, and 
making an appropriation therefor. 



SM 947, V rosley, Schools; youth suicide prevention school 
programs — 

Cut mil law authorizes various programs to be jointly conducted 
by state and local educational agencies or institutions. 
! This bill would provide for the development of a statewide youth 
suicide prevention program through the establishment of 
slate-mandated demolish alien programs in 2 designated counties. 
Kxisliug suicide prevention and crisis centers located within those 
counties would serve as coordinating centers for the planning and 
development nf the statewide program Any interested county 
which submits a request to the State Department of Kducation to 
participate in that piocess by a specified date would be permitted to 
do so. 

The bill would require the Department of Education to annually 
report to the Legislature regarding the status and effectiveness of the 
programs established pursuant to this act, and would establish a 
continuously appropriated Youth Suicide Prevention School 
Program Fund to be administered by the department for the 
purposes of this act. The bill would express the intent of the 
Legislature that $3(X),(XXJ be appropriated to this fund by the Budget 
Act of l r W4, and in the event that a lesser amount or no inoimy is 
appropriated, tlyj^f the Youth Suicide Prevention School Program 
oul> be implemented to the extent funds are made available. The bill 
would specify that none of the provisions of this act shall be 
construed to prohibit the department from providing financial 
assistance from that fund to other counties, in addition to the 
counties maintaining the demonstration programs, for purposes of 
youth suicide prevention school programs. Any county receiving 
such funds would be required to annually provide the Director of 
Finance, the Legislature, and the department with a specified 
accounting and program evaluation report for the previous year. 

T lie provisions nf this bill would become operative on July 1, 1984. 

Arlic le Mil H of the California Constitution and Sections 2231 and 
2234 of the Hevenue and Taxation Code require the state to 
reimburse local agencies and school districts for certain costs 
mandated by the slate. Other provisions require the Department of 
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Imii.iikt to review statutes disclaiming thr^e costs and provide, in 
ceiiain caves, lor milking claims lo Hie State Hoard of Control for 
rcimhui ^'incnl 

'I Iii^ hill would impose a stale-mandated local program in the two 
counties designated to maintain the demonstration youth suicide 
pievenlmn school programs pursuant to the provisions of the bill. 

This hill would provide that no appropriation is made by this act 
fut the pmpose of making reimbursement pursuant to the 
constitutional mandate or Section 2231 or 2234, but would recognizee 
that loeal agencies and school districts may pursue their other 
available remedies In seek reimbursement for these costs. 

'I his bill would i e^eal.jhe provisions establishing the youth suicide 
prevention school progiams on June 30, 1987. 

Appropi ialion: yes. 

1 he people of the State of California :lo enact as follows: 

SKC1ION I. Chapter 3 (commencing with Section 1021K)) is 
added to I'ait 7 of ihe Induration Code, to read: 

Ciiaimkh 3. You ni SuiciDi-; l'msvnN iion School Phogham 

102(H) The 1 .e^islatuie . makes the following findings and 
declarations of intent: 

(a) A statewide youth suicide prevention program is essential in 
order to address the continuing problem of youth suicide throughout 
the stair 

(h) The suicide problem often exists in combination with other 
problems, such as drug abuse and alcohol use. 

(() A uieido prevention program for young people must 
emphasize a partnership between educational ptogiams at the state 
and local levels and community suicide prevention and crisis center 
agencies In order to facilitate this partnership, the Legislature finds 
and declarcHhat it is of vital importance that a statewide primary 
prevention pmgiain be established vv ith shared responsibility at both 
the stale* and count)- levels, and that this cooperation shall be a major 
tool in ellorts to achieve the successful prevention of youth suicide. 

(d) The program established pursuant to this chapter is intended 
bv the Legislature to delegate primary responsibility for the 
development of a youth suicide prevention progiam to existing 
count> suicide prevention agencies through the establishment of a 
demonstration program. The Legislature recognizes that county 
suifidn prevention and cri. c .js center agencies are best suited for 
dealing with vouth suicide, as demonstrated by their past success in 
youth suicide prevention in California. 

11)205. (a) hi view of the purpose and intent of this chapter, as 
expressed in Section 102(H), highest priority for program funding 
under this chapter shall be designated to tho^e counties which 
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c?nphaw/c joint school-community youth suicide picvention 

(b) It i s the in I t of 1 1 jo I .raisin lure that, to the maximum extent 
possible, funds made i\\ aiiable for the purpose of \hs chapter shall 
be used to support existing piograms whieh have demonstrated a 
capacity to meet the nereis of voting people and families in the 
prevention of suicide, and to support two demonstration youth 
suieido prevention sc hool programs, one of which shall he located in 
a Noilheru California county, the other hi a Southern. California 
county 

(c) In view of thr indent need to begin development of a 
statewide youth suicide prevention program at the lowest cost to the 
state, and with the participation of existing suicide prevention and 
crisis center ailencies to the greatest extent possible, and in order to 
eiiMire that the pioeiam will meet the needs of nil economic and 
ethnic groups in California, the Legislature hereby dcsignates^San 
Mateo County and l.os Angeles County as the locations of the two 
demonstration vnuth suicide prevention school programs. 

10210 (a) I he demonstration programs in San Mateo and Los 
Angeles counties, hereinafter referred to as "demonstration 
conn lies." shall be maintained for a pel iod not to exceed three years 
from the operatise date of this chapter, accoiduig to the following 
schedule: 

(1) Planning and development of the county demonstration 
progiam shall be completed by June 30, 1985. 

(2) Implementation of the county demonstration program shall 
be completed by June 30, 198fi. 

(3) Kach demonstration county shall evaluate its demonstration 
program and submit a report of its findings to the State Department 
of Education, the Legislature, and the Governor on or before January 
1, 19X7. 

10212 (a) Until October 1. 198-1. any county in the state may, 
through us hfiard ol education, submit a request to participate in Hie 
planning and development of the statewide program to the Stale 
Department of Kduealion. 

(b) Kach demonstration county shall designate the suicide 
prevention and chms centers located within the county to serve as 
cnnrdiiuhne, centers for the planning and development of the 
statewid" youth suicide prevention school program. The State 
Dep.nlment n| Kducdtion, in cooperation with the designated 
coordinating centers, shall publish procedures for the participation 
of all interested counties in the planning and development of the 
statewide program 

(c) fanning and development of the statewide program shall be 
completed by June 30, J983. 

10213 No prov ision of this chapter shall be construed to prohibit 
the State Department of Kducation fiotn providing financial 
assistance from the Youth Suicide Prevention School Program Fund 
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In oilier counties, in addition to the demonstration counties, for 
purposes of youth suicide prevention school programs, including, but 
not 'united to, those programs set forth in Section 10215. 

10214. Funds received by a county board of education in order to 
carry out the purposes of this chapter shall be deposited in a separate 
county Youth Suicide Prevention >hool Program Fund established 
for that purpose. On or before January 1 of each year, any county 
\v!ii< r " received state funds for the purposes of this chapter shall 
provid* he Director of Finance, the Legislature, and the State 
Department of Kduoation with an accounting of expenditures for its 
youth suicide prevention school program and revenues received for 
the program from sources other than the state, and with a program 
evaluation report for the previous year. . 

10215 The youth suicide prevention school programs established 
pmsuant to Section 10210 shall plan, fund, and implement 
educational programs, which may include any of the following: 

(a) Classi oom instruction designed tc achieve any of the following 
objectives: 

(1) Kucourage sound decision making and promote ethical 
development 

(2) Increase* pupils' awareness of the relationship between drug 
and alcohol use and youth suicide. 

(3) l each pupils to recognize signs of suicidal tendencies, and 
other facts about youth suicide. 

(A) Inform pupils of available community >outh suicide 
prevention services. 

(5) Knhance school climate and relationships between teachers, 
counselors, and ;>upils 

(fj) Fuilher cooperative efforts of school personnel and 
community youth suicide prevention program personnel. 

(b) NoncIa>srootn school or community based alternative 
programs, including, hut not limited to: 

(1) ! Viti\e peer group piogiams. N 

(2) A 2rhour "Inline" telephone service, staffed by trained 
pi ofessional counselors 

(3) Programs to collect data on youth suicide attempts. 
('1) Intervention and po-.tvention services. 
( r >) Parent education and training programs, 
fc) teacher training programs. 

10220 'lhe Depaitment of Kducation shall enter into an 
interagency ae.teement with the appro; .iate county board of 
fdu'.ition Inr the implementation of an approved Youth Suicide 
Vtr\ rnhon S 1 Program. 

|i);UD 'I h< ;)rp;rhuent ri f Kdueation, the county board of 
education, s( hool districts, and the county suicide mention agency 
in e,i' I, c iiniiy in. lint. lining a program pursuant to this chapter shall 
esi.ihhdi piocedures [or the* cooperative collection and 
dissemination ' !' data regarding the implementation of the 
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prm isions of lliis chapter 

W2T) 'I he Department of Lducation shall submit an annual 
icpoit lo the I ,ejuslaturr regarding the current status and 
efloclis eness of 1 1 1 1 programs established pursuant to this chapter. 

I ()?•!() 'I here is her eby cieated in tho Slalo Treasury a fund which 
shall be known as the Youth Suicide Prevention School Program 
Fund. The fund shall consist of funds appropriated by the annual 
Pudgcl Act. as well as anv private sector money as may be made 
available. Notvs ilhslaudmu Section 13340 of the (Government Clocle, 
the iund shall bo continuously appropriated, The Department of 
Kducatinn shall administer the fund for the purposes of this chapter, 
and shall use no more than 5 put cent of the balance of the fund to 
meet administratis e costs. 

11)242 'I he provisions of this chapter shall become operative on 
Julv I. IDS I 

1021") I his chapter shall remain in effect only until June 30, 1937, 
and as of that date is repealed, unless a later enacted statute, which 
is chaptered befoie June 30, 1 C W, deletes or extends that date. 

SVXl 2 It is tho intent of the Legislature that the sum of three 
bundled thousand dollars {?3l)0,{MXJ) be appropriated from the 
(Jeneral Lund In the Youth SuintTo Prevention School Program l r und 
by the I9SI H~> Hud^'t Act In \ie event that a lesser amount or no 
money i< appropriated, it is the intent of the Legislature that the 
Youth Suicide Prevention School Program be implemented only to 
the extent that funds arc made available. 

SK(; 25. It is tin* intent of the Legislature that the Department 
of Kt local ion use a par t o{ the amount nppi opriatcd from the General 
Fund lo (he Youth Suicide Piescntion School Program Fund by the 
IWA -H~> lludj' ( f> t Act for tin* pin pose of complying with Section 10235 
of the Kduoalion (,'ooe. It is also the intent of the Legislature that the 
co:.ts of eomph ing u ilb Section 10235 of the Kducation Code not be 
iiu hided in calculating the -^percent liinilatinu on expenditures for 
administrative rosls imposed by Section 102-10 of the Kducation 



SKC .'). Noiu jlhsianding Section 6 of Article XIII B of the 
f !ah h»t nia C onslilulion and Section 223! or 22.14 of the Me venue and 
Taxation (!ode. tin 'ippioprialiou is made by this act for the purpose 
of tnahiie reimbursement pursuant lo these sections It is 
ierogm/.ed ( houe\«M ( that a local agency or school district may 
pursue ;iu\' remedies lo obtain reimbursement available to it under 
Cihapler 3 (eoininei.'ing with Section 2201) of Part 4 of Division J 
of that code. 
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CHAPTER FOURTEEN 

SUICIDE IN ADOLESCENCE: 
PREVENTION AND TREATMENT 

Norman L. Fakberow 



A rock bong a few years ago lamented: "It's the same thing every day, well,, 
I can't get out cf bed/Too mary questions that's confusing up my head." 
Chorus: "I pot that teen-age depression, and that's what I'm talking 
about/If you don't know what I mean, then you better look out." The song 
was entitled Teen-age Depression and went on to deplore, with liberal use of 
four-letter words, the problems of family, school, and drugs. 

This song reflects an alarmingly common international phenomenon 
of depression and suicide among the young, which is apparent in the sui- 
cide statistics for adolescents and young adults, aged 15 to 24, in many 
parts of the world. In Finland, for example, suicide by adolescents increased 
128% between 19G5 and 1973, while the rate for the entire po) ulation rose 
only 19% (1). During the same period, in Israel, suicide among all ages 
was down 3%, but 15% more young people took their own lives (1). In 
Japan, suicides by youth climbed 32% between 1968 and 1974, while the 
rate for the total population increased 24% (1). The U.S.A. saw a 70% rise 
from 1966 to 1974 for 15- to 24-year-olds, while the rate for the total popu- 
lation increased only 18% (2). Similarly, between 1965 and 1974, Canada 
ic|.t>rte<l a 1567" incrcr.se in rate fcr the young group, in contrast to a 47% 
itiueJie for the total population (1). 

CHARACTERISTICS OF THE SUICIDAL ADOLESCENT 
Who and why are the young killing themselves so readily? A search of the 
litcnturc since 1970 yields at least 120 references to published reports and 
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papers presented about suicide by young people. Assuming that this is an 
incomplete record of the actual number published, we can estimate that be- 
tween 150 and 200 articles about suicide among the young were written 
during the past decade — an impressive number, averaging 17 to 22 publi- 
cations annually, signifying the great concern about this problem. 

I i c viewed 35 reports from all parts of the world; 19 from the U.S.A., 
3 from France, 2 each from Britain, Canada, and Japan, and 1 each from 
Australia, Germany, India, Norway Poland, Sweden, and Yugoslavia. 
These articles (which are listed on pages 234-237) reported studies of ado- 
lescents and children whose suicide had been recorded in coroners' offices or 
who had appeared in hospitals, clinics, and schools as a result of ha\ ,.ig at- 
tempted or threatened suicide. The characteristics most frequently noted 
were summarized and tallied to identify the young people who are most at 
risk. 

PKfcl.INC STATKS 

The most frequently mentioned feeling state was depression and hope- 
lessness (in 12 reports)/ along with emotional and physical symptoms such 
as sleep disturbances, changes in eating habits, trouble concentrating, 
fatigability, apathy, agitation, ,<nd anxiety. Aggression and hostility were 
noted frequently (7), along with low frustration tolerance and low impulse 
control (3). Each of the other emotional reactions, such as guilt, anger, 
fear, embarrassment, shame, and the general term "emotional disturbance/ 
was cited at least once. 

HISTORY 

A suicidal history, of attempts or threats or suicidal ideas, was consid- 
ered especially significant (10). This confirms our experience that use of a 
suicidal mode in response to critical situations and severe interpersonal 
problems is likely to be repeated, often with increased potential lethality 
(3). A history of psychotherapy and/or hospitalization seemed significant 
(5), but more as an indication of emotional disturbance with behavior so 
deviant that professional attention had been required. Suicidal behavior in 
the family or among friends was mentioned only once as an important iden- 
tifying factor. 

aociAf, ASPECTS 

The social behaviors most frequently mentioned were withdrawal and 
isolation, accompanied — as might be expected — by poor personal relation- 

* The numbers in italics indicate thf numbfr uf .ii tides in which the characteristic was 
noted. 
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ships (Is!), The nnbjcits had lew contacts wilh their peers, and even less 
communication with them. They had fewer sexual contacts than is usual 
(3), and fell unci mfortable and uneasy with the opposite sex. Their achieve- 
ment in school was poor (J l) t and they expressed frequent worries about 
performance in class and on examinations (9). Special note was made of 
drug abuse and/or heavy use of alcohol, but these were reported as signifi- 
cant by only three investigators and apparently were not considered highly 
impoitant factors in the suicidal activity of the young. There were infre- 
quent mentions of a low rate of church affiliation (2) and membership in a 
low socioeconomic class (3). 

IN'I t.KI'hKSONA! ANiJ DYNAMICS ASPECTS 

Parental and family interaction had the greatest number of significant 
factors. This area of disturbed relationships with the parents, including loss 
oi ihn .uened loss of a parent, was considered crucial by most of the authors 
(20). Parental discoid (11) and even assault by and between the parents (3) 
v. ere mentioned, along with alcoholism in the family (4) and parents' pro- 
jc< ting themselves on their children (3). As mentioned earlier, disturbance 
of ihis relationship affects school performance and leads to severe social and 
intci personal ditlic allies. 

Roth the family and the school have thus been identified as playing 
majoi roles in the suicidal behavior of young people today. 

HANOI Y AND SCHOOL ROUS 

The p ' two or three decades have seen great changes in the family 
and its role in society. Helen Frank commented (4): "The family reflects the 
cultural trmd towards replacing commitment, involvement, and tender- 
ness with self-aggiandizcmcnt, cxploitativeness and tit illation . The stimu- 
lation of unlimited expectations and the impossible need to validate oneself 
through fulfillment of them have helped change individualism to cgocentri- 
cism to the detriment of the family" (p. 91). Etzioni (5) described a continu- 
al!) expanding divestiture of missions from the family to other institution*: 
education has been invested in the school, meals arc obtained at fast-food 
outlets, economic dependence has been broken by the equal-rights move- 
ment, and the care of children has been delegated to day-care centers. Mar- 
riage i.> considered less important than formerly, and second marriages are 
hailed as bnter than the first. The emotional bonds between husband and 
wife have been belittled. Shorter stated (6): "A fundamental change in fam- 
ily life is under way, a tiansition from the 'nuclear family* of the 1940s and 
'50s to the 'couple family' that is rapidly emerging today. ♦ , w (p. 10). 

The family thus seems to have abrc jatcd its responsibility for prepar- 
ing the child for appropriate functioning in adult society. The resulting 
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vacuum, unfilled by other social institutions and ignored or denied by 
schools, has been filled instead by peers. One consequence has been a shift 
in emphasis to self rather than society, with responsibilities and obligations 
to others subordinated to gratification of self. Self-focus, self-exploration, 
•elf-expression, self-fulfiUment, self- awarei ess, all summed up in the 
phrase "doing your own thing," have become not only acceptable, but 
desirable. Parents not only have approved this marked shift in values in 
their children, but in many instances have adopted the new values for 
themselves. Separation and detachment from and by the children have left 
the latter with a sense of alienation, lack of continuity, and instability. The 
feeling of security that comes from a sense of belonging to a nurturing fami- 
ly environment within which supportive learning could take place has been 
lost. The affluent society has contributed to this state by providing financial 
and social independence before youth is ready and can handle them. The 
family role has been further changed by the women's-libcration movement, 
as increasing numbers of women have moved out of the home and back into 
the work force. Although this adjustment is seen as long overdue, there 
have been no compensatory movements to make up f„/ the loss of the 
mother in the home. Adjustment to this shift is still in process, with many 
more changes undoubtedly yet to come. 

Repschitz (7) listed several features of today's society that contribute to 
die alienation and loneliness characterizing our youth. He noted how par- 
ent* have provided an unfortunate example by their ready use of drugs to 
alleviate any anxiety or stress, and by behaving as if these were feelings to 
be avoided at all costs. Drugs of many kinds, especially analgesics, tran- 
quilizers, and soporifics, can be found in most households, their easy avail- 
ability facilitating impulsive ingestion. Repschitz deplored the lack of inhi- 
bitions and discipline that characterize communication today in what he 
calls an erroneous interpretation of free expression. He stated that the young 
have seized upon what they consider the right, if not the obligation, to ex- 
press themselves when the impulse occurs, regardless of time, place, and 
appropriateness. The result is narcissism and an uncontrolled release of in- 
stinctual drives. This tendency has served to drive the wedge even further 
between youth and adult, since the adults were educated to inhibit and con- 
trol their free expression, whereas today's y>ung are not. 

It is also believed that exressive sexual license has further increased ali- 
enation among the young (7). As sexual inti'nacy has lost its sense of warmth 
and tenderness, under the bombardment of advertising, television, "pop 
stars," pornography and X-rated films, mechanized sex has become a bore. 
Increased rates of separation and divorce, especially among teenagers, sup- 
port this conclusion. Along with loss of meaning in life has been the feeling 
that life at present is uncertain and tenuous in the extreme. The young 
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have had to deal with the nuclear age ard its potential for instant termina- 
m, with a callousness for life exemplified by extermination camps and 
indifference to "the boat people," and to a marked increase in violence and 
murders, all leading to a feeling of living on the brink of disaster; life has 
become cheap and readily expendable. 

Rep<Jiitz (7) and Wcissman (8) feel that physical changes too have 
contributed to the increase in suicides by youth. Physical development oc- 
curs earlier today, as a result of improved nutrition, medical care, social 
services, and economic conditions. At the same time, the age of entrance 
into gainful employment and independence has been delayed. The speed of 
attainment of physical maturity has not been paralleled by emotional growth, 
however, causing increasing disparity between physical capability and the 
emotional maturity required to appreciate the consequences of one's 
anions. Suicide among children below 15 years of age is also reported to 
have increased, although the numbers remain comparatively small, and 
their validity probably is even more tenuous than the numbers and rates for 
any other age gioup (9-11). 

'I he schools also aie not meeting the needs of today's youth. Difficul- 
ties in learning lead to self-defeat and frustration, resulting in poor achieve- 
ment, thus t reaiing a vicious cycle (12). Rohn, Sarles, Kenny, Reynolds, 
and Heald (13) reported that of 65 voting people who had attempted sui- 
cide, 75% had poor scholastic records, 35% were truants, 35% had chronic 
discipline problems, and 19% failed one or more grades. Although the 
schools immediate responsibility is to impart information on specified 
subjects, it is also a primary source for models of social adaptation. Intro- 
duction of the primarily youth-centered problem of drug abuse caused fran- 
tic panic reactions on campuses as the schools tried to cope. The problem of 
drugs and alrohol brought in by a relatively small proportion of students 
produced an atmosphere of massive chaos and confusion, suspicion and 
mistrust; undercover agents, deception, and trickery were introduced, and 
violence and cheating became common experiences of school life. The 
students became confused, bitter, and resentful. 

In short, suicide by the young is a major, increasingly visible problem 
that is highly influenced by problems in the family, school, community, 
and society. 

TREATMENT PROGRAMS 

(J laser's assertion (14) that treatment of uicidal adolescents requires an 
ededic, flexible approach, using all available methods and resources 
sepaiatcly, sequentially, and in conjunction, is unquestionably fitting. A 
comprehensive program should be widespread, made up of several special 
programs. It should include not only crisis intervention, "the secondary 
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area* in public-health terminology, but also primary care activitiei aimed at 
preventing the event; and tertiary care, with follow-up, hospitalization 
when necessary, and rehabilitation to help the person recover from the 
suicidal behavior and adjust better to his environment. 

Primary prevention requires removal or modification of causes or pre- 
cipitant* so that the condition does not occur; thi means getting at the basic 
structure of social and family life (8). To be effective, it should aim appro- 
priately at educating parents in mental-health principles of child-rearing, 
with special emphasis on the development of identity, self-esteem, basic 
trust, and feelings of self-worth, and in the need for responsibility to others 
as well as oneself. Social changes, such as reducing the divorce rate, re-em- 
phasizing the family as a nuclear unit, increasing communication between 
family members, and re-establishing the family as a primary support, are 
further desirable goals, but their achievement will require major cultural 
reorganization. 

Other more immediate, primary preven ivc methods should include 
programs that focus on early identification of potential suicides within high- 
risk groups, and then intervention with information, modeling, involve- 
ment, close and repeated association, and continued evidence of caring. 
Psychiatric and delinquent youth are examples of groups within which the 
potential for suicide needs to be assessed constantly, and programs of 
prevention initiated (10, 15). 

Both primary and secondary efforts are necessary in the schools. A 
comprehensive program of prevention directed toward teachers as well as 
students should aim at educating both groups to serve as "gatekeepers." 
They should be trained to recognize the various guises in which suicide 
might appear, and to reduce the taboos around the event; thus the usual 
reactions (i.e., denial, embarrassment, and shame) need not prevent a 
distressed child from expressing his wish for help, or potential rescuers from 
responding to his communications. Any form of deviant behavior should be 
investigated immediately and followed up (16). 

One such program ha3 been initiated successfully in the Suicide Pre- 
vention and Crisis Intervention Center at San Mateo, near San Francisco. 
Ross and Lee (17) wrote two brochures, one directed to school guidance 
personnel and teachers, the other to students. For the students, the authors 
included six warning signs: suicide threats, statements revealing a desire to 
die, previous suicide attempts, sudden changes in hthavior, depression, 
and making final arrangements. In visits to schools, professionals from the 
Center m«?et the staff and students to present information on suicide, rea- 
sons for concern, and what to do about it. The cr tical points are empha- 
sized many times: listen, without being judgmental; do not help the person 
deny problems; indicate interest and concern; enlist help; re-establish c >nv 
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munication with significant others; and use professional help, if necessary, 
for evaluation. A film, Suicide at 17, has been produced especially for school 
personnel; it details the case of a school student who became suicidal and 
killed himself. 

The principles and procedures developed for school personnel are also 
useful for most other gatekeeper groups, such as physicians, police, and 
clergy, and social organizations. It is most helpful to reassure such groups 
that they are not asked to be therapists or to assume full responsibility for 
helping, which is often a frightening obligation; rather, their primary pur- 
pose should be earl/ identification, support through evidence of caring, and 
referral to trained persons when necessary. 

Secondary prevention services, aimed at reducing any disability as 
soon as possible after its onset, are provided by suicide-prevention centers, 
crisis centers, community mental-health centers, and hospital emergency 
rooms, adolescents may -use these services directly or be referred by others 
in the community. Physicians, clergy, teachers, police, and other indi- 
vidual or group gatekeepers play a major role in this phase, serving as first 
contacts wilh the community's social services. 

M«>ny adolrscents identify themselves as suicidal through a suicide 
attempt or threat, or through severe depression, withdrawal, hopelessness, 
and other disturbed behavior. The first objective of treatment is survival 
beyond the crisis. Principles of treatment to cope with a crisis experienced 
by an adolescent are the s-tme as those applied to any other age group: 
establishing rapport and trust, focusing, assessing the potential for suicide, 
evaluating resources, and making recommendations for disposition and 
treatment. Details of development for each step arc included in the Los 
Angeles Suicide Prevention Center Manual (18). 

"Hot lines" and "crisis lines" for youth are useful in encouraging direct 
contact from distressed persons. A special feature of these may be the use of 
workers who are young themselves; they are carefully selected, usually 
from among university graduates, or from colleges where psychology, 
nursing education, pre medical, and other such courses credit the experi- 
ence. Training is by professionals, with emphasis on the principles of inter- 
viewing, including establishing rapport, genuineness, and empathy, and 
the recognition of severe disturbances that require professional help. The 
extent of personal involvement is carefully monitored to avoid the common 
pitfall of doing too much, e.g., the Magna Mater Complex ("I shall take 
care of all your problems' 1 ) and the Jehovah Complex ("I'm the only one 
who can handle this difficult case") are described as reactions to be avoided. 
Youthful personnel of suicide-prevention and crisis centers are also excel- 
lent representatives in work with schools and other youth organizations. 

Tc 1 jry prevention with suicidal youth involves long-term rchabilita- 
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turn, and usually lequues the full range of therapeutic modalities. Tuolau 
(1 1) ferU tint eveiy young person who attempts 01 threatens suit idr should 
be evalu ited thoroughly Pfeffcr Mated that the psychiatric hospital 
ti ■ .iMiii'ir d| miii id.tl \ on rig c hilchen is lengthy, and requires the participa- 
tion ol tli- family If a child cannot reimn home because of insufficient 
thani^rs in the lannl) and environment, it may he nec essary to arrange for 
residential cur rl.ewheie Othei outpatient and inpatient therapies may 
involve group, tarml) , and psyc hupharmac ologic techniques. However, no 
one method c an he prefened overall others, for, as VH\rr pointed out (10), 
then* have hern lew s\ ^Ce-iii.itic long term prospective 'Indies of c hildren 
who, initially sui< idal, have heen followed up through adolescence into 
adulthood [»>r the purpose ol evaluating the henehts of various therapies. 

No luat'er what the treatment modality — individual, group, or family, 
inpatient or outpatient, prolonged or brief— the therapist's primary objec- 
tive is to saw the prison's life, and then to help him change his feelings (and 
his emuonmeiu, when- feasible) so that he can function comfortably and 
produi lively Severe personality disturbance makes the task much harder. 

Sun idal b< Lr. ioi in youth is near ly always a sign of poor communica- 
tion with paients, and opening the lines of communication is fundamental 
('.{»)) (ilasei ( 14) emphasized the need :o analy/e the child's self-image care* 
fully, to help sepaiate those elements that are alterable from those that an: 
not If medic ahons are used, they must be carefully monitored to ensure 
they are taken cor rectly, and the patient must be warned of any possible 
side-elfec ts, such as dryness of the mouth or drowsiness. 

Family therapy .seems especially useful, judging by the extensive con- 
tribution to suicidal behavior that has ben attributed to the family. Rich- 
man (^1), reporting his use of family therapy in the treatment of many suici- 
dal persons, desc i ibeel the tight defense a family develops against the anxiety- 
produced by suicidal behavior of one of its members. This "closed family 
system* is characterized by four features: disruption of ties to other institu- 
tions by constriction and isolation, forcing its members to rely on each 
other for satisfying their needs; prohibition of intimacy with non-family 
members by treating any outside encroachment as an enemy; emotional 
isolation of the suicidal person by alienating that person both from outside 
contacts and within the family; and domination by a fragile family 
member, as in the case of parents who are weak, in need of protection, or 
even potentially suicidal themselves. The family may not be closed at all 
times; it may vary between open and closed states according to conditions 
of stress and crisis. 

Plu/,ek (22) uses a direct social-modification approach in her program 
in Cracow, Poland. Youth (mostly between 15 and 20 years old) who have 
attempted suicide are invited to join a club, and are seen in group treat- 
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mrnt. There xic at least live kinds of groups, depending on the patient's 
needs: insight therapy, learning work habits, organizing leisure time, stim- 
ulation of interests, and relaxation therapy, including sports. She reported 
siu crss with all of the procedures, but admitted there are some chronic pa- 
tients with a long history of maladjusted behavior who remain at high risk 
long after the attempt at suicide. Here crisis intervention is not enough: 
treatment must be continued to help these young people not only through 
the suicidal situation, but also through the complicated process of develop- 
ing a more mature personality. 

CONCLUSION 

Although the. long-range goals of altering society and schools are slow in 
arriving, change in secondary and tertiary processes for suicide prevention 
can he initiated at any time. Treatment takes many forms, the basic ingre- 
dients being the attitudes and motivations of professionals and the public. 
With bociety alerted to the fact that the young are killing themselves at an 
alai rning and ever-increasing rate, both the motivation and the opportunity 
emerge for wide-ranging programs of prevention and treatment. 

The objective common to all such programs would be to overcome the 
lethal combination of feelings of worthlessness, helplessness, and hopeless- 
ness; thus, the essential ingredient of all approaches is the development of 
interest and caring for each youngster who despairs, a factor proven funda- 
mental and effective in preventing suicide. 
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